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IpiopaTHic thrombocytopenic purpura is charac- 
terized by a hemorrhagic state associated with 
a reduction in the number of circulating blood 
platelets. Despite the low platelet count in the 
peripheral blood, the number of megakaryocytes 
in the bone marrow is normal or increased. Since 
Werlhof's first description of this disease, no effec- 
tive therapy was available until 1916, when Kaz- 
nelson' recommended splenectomy and demon- 
strated the marked increase in platelets after this 
procedure. There was no rational explanation for 
the success of splenectomy, and the operation is 
still performed on an empirical basis because of 
an approximately 70% cure rate. 

Since corticotrophin and corticosteroids were 
introduced as therapeutic agents, they have been 
used in the treatment of thrombocytopenic purpura 
with variable results. In most reports, bleeding 
promptly ceased and capillary fragility improved, 
but the platelet response was variable and sustained 
remission apparently rare.*-"= Our experience irdi- 
cates that a considerable number of patients treated 
with corticosteroids will respond with a complete 
remission, and that corticosteroids are of inestim- 
able value in the management of cases of throm- 
bocytopenic purpura. 


MATERIALS AND METHODS 


Twenty-three consecutive patients with idio- 
pathic thrombocytopenic purpura form the basis 
of this study. Thrombocytopenia due to other 
causes was excluded. All had typical petechiz and 
other hemorrhagic phenomena, and platelet counts 
of less than 90,000 per c.mm. There were 20 females 
and three males. Six were children under six years 
of age and 17 were adults over 19 years of age. 

Platelets were counted by the Rees-Ecker 
method," normal values being 200,000 to 400,000 
per c.mm. The bleeding time was measured by 
Duke’s method,!? the normal values ‘being one to 
five minutes. The capillary fragility was-determined 





*From the Department of Medicine and Hematology, Jewish 
General Hospital, Montreal. 
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by applying a pressure of. 100 mm. Hg to the 
upper arm for five minutes. 

Cortisone, hydrocortisone and prednisone were 
the corticosteroids used. The initial dose of corti- 
sone was 200 mg. daily, of hydrocortisone 160 mg. 
daily and of prednisone 40 mg. daily, in divided 
doses. The dosage was reduced as the platelet 
counts improved. Most patients were treated with 
prednisone.* One patient was treated with dexa- 
methasone, 6 mg. daily. 


RESULTS 


Results in Patients Treated 
without Corticosteroids 


Nine patients were treated without cortico- 
steroids. They were observed in hospital, receiving 
supportive therapy such as transfusions when 
indicated, or being subjected to splenectomy. Four 
improved spontaneously, in 8 to 14 days, with a 
complete remission. All were females, two adults 
and two children, and the onset was acute in each. 

Three patients were subjected to splenectomy. 
In one, splenectomy was performed during the 
acute phase. There was no improvement in the 
hemorrhagic state or in the platelet count and 
she died nine days later of cerebral hzemorrhage. 
The other two patients had chronic thrombocy- 
topenic purpura for many years. One, a 46-year-old 
woman, had a complete remission, whereas a 
23-year-old woman had only a temporary remission 
for three months, after which she relapsed. One 
28-year-old woman with acute thrombocytopenic 
purpura continued with severe bleeding and died 
of cerebral hemorrhage three weeks after admis- 
sion, and a 62-year-old woman died 15 days after 
onset, also of cerebral hemorrhage. Thus, there 
were three deaths due to thrombocytopenic 
purpura. 


CasE REPORTS 


Case 7.—S.S., a 2-year-old girl, was admitted to 
hospital because of tarry stools for two days and bright 
red. blood in stools just before admission. A day earlier 
the child fell on her right side, after which a large 
hematoma appeared over the right ilium. Petechize 
were present all over the body. Two weeks before 








*Most of the prednisone used in this study was supplied as 
Meticorten by the Schering Corporation, Montreal. 
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TABLE I.—Summary oF 23 Casks oF Ip1iopatTHic THROMBOCYTOPENIC PURPURA 
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Initial 
Ageand Duration of platelet Platelet Time for 
Case sex symptoms Treatment count increase _ plat. inc. Progress 
1 5-F 2 weeks Symptomatic 90,000 160,000 5 days Remission—12 years. 
2 28-F 4 weeks Symptomatic 70,000 — — Died—cerebral hemorrhage—21 days 
blood transf. 30,000 after admission. 
° 3 63-F 2 days Symptomatic 50,000 120,000 6 days Remission—10 years. 

4 42-F 9 days Blood transf., 30,000 210,000 2 weeks Temporary remission in 2 weeks. Re- 

splenectomy ; lapsed 3 weeks later—splenectomy. 
Died—cerebral hemorrhage—6 weeks 
after admission and 9 days after 
splenectomy. 

5 62-F 5 days Symptomatic 30,000 80,000 — Died—cerebral hemorrhage—10 days 
after admission. 

6 46-F 6 years Splenectomy 50,000 1,090,000 4 days Remission—8 years. 

7 2-F 2 days Symptomatic 12,000 110,000 11 days Remission—4 years. 

8 35-F 5 days Symptomatic 90,000 188,000 5 days Spontaneous remission. Corticosteroids 
withheld because of absence of new 
bleeding and history of thoracoplasty 
for tuberculosis. 

9 21-F 10 years Splenectomy 30,000 330,000 4 days Remission for 3 months, then relapsed 

with chronic purpura. 
Prednisone, 64,000 84,000 Intra-abdominal bleeding. Purpura in- 
40 mg. creases premenstrually, hence takes 
prednisone 15 mg. for one week before 
menstruation. 
10 21-M 5 days Cortisone, 60,000 120,000 9 days Remission—7 years. 
200 mg. 
11 33-F 2 days Cortisone, 18,000 160,000 17 days Remission—5 years. 
200 mg. 
12 3-F 2 weeks Hydrocort., 34,000 186,000 14 days Remission—4 years. 
80 mg. 
13 3-M 11 days Hydrocort., 36,000 180,000 5 days Remission—4 years. 
80 mg. 
14 62-F 4 days Hydrocort., 26,000 160,000 6 days Remission—4 years. 
. 80 mg. 
15 31-F 4 years Hydrocort., 60,000 200,000 8 days Temporary remission. 
160 mg. 
Prednisone, 40,000 280,000 10 days Temporary remission. 
40 mg. 
16 20-F 2 days Prednisone, 26,000 190,000 10 days Remission—3 years. 
40 mg. 
17 53-F 8 days Hydrocort., 58,000 200,000 30 days 
160 mg. ; 
Prednisone, 54,000 220,000 12 days 
40 mg: 
Splenectomy 950,000 7 days Remission—3 years. 
18 6-M 1 day Prednisone, 22,000 230,000 11 days Remission—3 years. 
40 mg. 
19 19-F 1 day Prednisone, 42,000 200,000 12 days Remission—2 years. 
40 mg. 
20 19-F 8 weeks Prednisone, 44,000 200,000 10 days Temporary remission; required 25 mg. 
40 mg. prednisone daily to maintain remission. 
Splenectomy 750,000 5 days Remission—1% years. 
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Fig. 1.—Case 7. Variation in platelet count in a 2-year-old 
girl with spontaneous remission. 


admission the patient had an upper respiratory infec- 
tion. The platelet count was 12,000 per c.mm. and 
only a rare platelet was seen on the smear. Although 
cortisone was recommended, the patient was treated 
with terramycin only. The bleeding subsided and the 
old lesions cleared. The platelet count rose to 110,000 
per c.mm. by the time of discharge 10 days later, and 
four months later the patient was well, with a platelet 
count of 360,000 per c.mm. (Fig. 1). 


Comment.—This case is typical of the acute 
thrombocytopenic purpura frequently seen in 
children, especially after an upper respiratory 
infection. Although spontaneous recovery is the 
rule, the results are unpredictable both as to length 
of illness and final outcome. 


CasE 2.—E.A., a 28-year-old woman, was admitted 
to hospital because of purpura of four weeks’ duration. 
Before admission, the purpura increased in severity 
with bleeding gums and profuse menstruation. There 
was no history of previous medication except for 
occasional aspirin. The platelet count ranged between 
30,000 and 90,000 per c.mm. and the capillary fragility 
was increased. Bleeding from the gums, vagina, gastro- 
intestinal tract and urinary tract continued, at times 
sufficient to result in peripheral vascular collapse. The 
patient received many transfusions and, although 
splenectomy was being considered, she suddenly de- 
veloped a cerebral hemorrhage, became comatose 


and died (Fig. 2.) 
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Fig. 2.—Case 2. Variation in platelet count in a 28-year-old 
woman with acute thrombocytopenic purpura who died of 
cerebral heemorrhage. 
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Case 4.—P.F., a 42-year-old woman, was admitted 
to hospital because of purpura of nine days’ duration 
which included bleeding from the gums and vagina. 
A year earlier, she noted bruises on her skin lasting 
about two weeks. The platelet count on admission was ~ 
70,000 per c.mm., bleeding time nine minutes, and 
the capillary fragility was increased. There appeared 
to be a spontaneous remission about 10 days after 
admission in that the bleeding ceased and the platelet 
count returned to 210,000 per c.mm. This was short- 
lived, however, as bleeding recurred five days later 
and became very profuse. Bleeding from gums and 
vagina was continuous and uncontrollable and the 
platelet count fell to 30,000 per c.mm. Protamine was 
ineffective in controlling the hemorrhage. A splenec- 
tomy was performed one month after admission with- 
out any influence on the bleeding or platelet count, 
and the patient died of a cerebral hemorrhage nine 
days later (Fig. 3). 
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Fig. 3.—Case 4. Variation in platelet count in a 42-year-old 
woman with chronic thrombocytopenic purpura in relapse. 
There was no response to splenectomy and she died of 
cerebral hemorrhage. 


Comment.—These cases illustrate the problem 
of conservative management in the absence of 
therapeutic measures to contro] active bleeding. 
The hazard of splenectomy during the acute 
hemorrhagic phase as a desperate measure is 
typical of the experience of others.!* '7 


Results in Patients Treated 

with Corticosteroids 

Fourteen patients were treated with cortico- 
steroids. Two were treated with cortisone, five 
with hydrocortisone, eight with prednisone (in- 
cluding two previously treated with hydrocortisone) 
and one with dexamethasone. Ten cases were acute 
and four were chronic. All patients with acute 
thrombocytopenic purpura had a complete remis- 
sion in four to 17 days. Of the acute cases, four 


TABLE II.—Summary or RESULTs IN 23 CasEs OF 
IDIOPATHIC THROMBOCYTOPENIC PURPURA 














Patients Acute Remissions—4 
treated 7 Died of cerebral hemorrhage—3 
without including 1 after splenectomy. 
corticosteroids =— $$ ———_______—_ 
Chronic 1 remission 
2 Splenectomy—2 
1 relapse 
Patients Acute 
treated 10 Remissions—10 
with 
corticosteroids —_——_—_———— 


Chronic Temporary remission—1 
a Splenectomy with remission—3 
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were in children and six were in adults. Four 
patients (all adults) had a chronic type, and 
although the platelet count reached normal levels 
with high doses of steroids, they fell as the dosage 
was reduced. Three patients accepted splenectomy 
with a good remission in each, whereas one refused 
splenectomy. An additional patient with chronic 
thrombocytopenic purpura who did not respond 
to splenectomy received prednisone during relapse 
with temporary remission. As purpura appeared 
to increase a few days before menstruation, she 
received intermittent prednisone therapy with 
satisfactory clinical response. 


Case 17.—C.E., a 53-year-old woman, was admitted 
to hospital because of purpura and epistaxis of eight 
days’ duration. For the past three years the patient 
had been receiving 5 to 20 mg. of cortisone daily 
for asthma. She was receiving this dose of cortisone 
at the time the thrombocytopenia appeared. Her spleen 
had been palpable to about 2 cm. below the left costal 
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Fig. 4.—Case 17. Good remission with hydrocortisone but 
relapse as dose was reduced. Complete remission after 
splenectomy. Small doses of *prednisone given during past 
few years were for chronic asthma. 


border for four years. At the time of admission the 
only significant findings were purpura and _ slight 
splenomegaly. The platelet count was 50,000 per 
c.mm., the bleeding time longer than 20 minutes and 
the capillary fragility was increased. In February 
1954, a year before the onset of purpura, the platelet 
count had been 210,000 per c.mm. The megakaryocytes 
were increased, with many immature forms; otherwise 
the bone marrow was normal. Hydrocortisone was 
given in a dose of 160 mg. daily with rapid clinical 
improvement and gradual increase of platelet count 
to 200,000. The hydrocortisone dose was gradually 
reduced and discontinued because of the appearance 
of epigastric burning. Within a few weeks the throm- 
bocytopenia recurred but there was no purpura. 
Prednisone 15 mg. daily was started but the platelet 
count did not improve although she remained free 
of purpura. The patient was readmitted seven months 
after the onset for a splenectomy. Pre-treatment with 
40 mg. of prednisone daily again resulted in a return 
of the platelet count to normal. The operation was 
uneventful and the normal platelet count has persisted 
(Fig. 4). She still receives periodic treatment with 
prednisone in doses of 10 to 20 mg. daily for her 
asthma. Although the spleen was palpable it weighed 
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Fig. 5.—Case 14. Acute thrombocytopenic purpura in a 
62-year-old woman with remission after hydrocortisone. 


owt 


only 215 g.; pathological examination revealed dilata- 
tion of the sinusoids. 


Comment.—This case is of interest in that the 
thrombocytopenic purpura appeared while the 
patient was receiving small doses of cortisone. It 
also illustrates the importance of large doses of 
steroids, as 15 mg. of prednisone did not influence 
the platelet level, whereas larger doses induced 
a remission. Despite the acute onset, the course 
was that of a chronic thrombocytopenic purpura 
and hence splenectomy was advised. The remission 
has persisted and was probably not significantly 
influenced by the periodic treatment of her asthma 
with prednisone. 


Case 14.—M.M., a 62-year-old woman, developed 
purpura, bleeding gums, epistaxis and hematuria 
four days before admission. There was no past history 
of purpura although she has always bruised easily. A 
week before admission she developed polyuria and 
polydipsia. Glycosuria was 4+, fasting blood sugar 
257 and sugar level after a meal 330 mg. %. The 
platelet count was 26,000 per c.mm., the bleeding 
time was over 24 minutes and the capillary fragility 
was greatly increased. The only abnormality in the 
bone marrow was a hyperplasia of megakaryocytes 
with many immature forms. Treatment was started 
with 120 mg. hydrocortisone daily and insulin for 
the diabetes. Purpura cleared rapidly except at the 
sites of insulin injections. The patient has remained 
well for the past four years (Fig. 5). 
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Fig. 6.—Case 19. Acute thrombocytopenic purpura with 
remission after prednisone. 
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CasE 19.—E.T., a 19-year-old girl, suddenly de- 
veloped numerous petechiz over the body and mucous 
membranes as well as a large ecchymosis over her 
back on the day before admission to hospital. She had 
had an upper respiratory infection two weeks earlier. 
The platelet count was 42,000 per c.mmi., the bleeding 
time was 15 minutes and the capillary fragility was 
increased. Prednisone 40 mg. daily was administered. 
The purpura cleared rapidly and the platelet count 
rose to 200,000 per c.mm. in 20 days. She has re- 
mained well (Fig. 6). 
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Fig. 7.—Case 20. Remission with prednisone in a 19-year- 
old girl. Required maintenance therapy to prevent relapse 
and developed marked hypercortisonism. Continued re- 
mission after splenectomy. 


CasE 20.—R.S., a 19-year-old girl, developed 
generalized purpura, epistaxis, bleeding gums and 
menorrhagia two months before admission. She 
sprained her left ankle and developed a large ecchy- 
mosis extending up the leg and -down to the toes. 
The platelet count was 64,000 per c.mm., the bleeding 
time was longer than 20 minutes and there was an 
increased capillary fragility. The bone marrow revealed 
increased megakaryocytes. With 40 mg. of prednisone 
daily there was a rapid improvement, the platelet 
count rising to normal in nine days. The prednisone 
dose was gradually reduced to 20 mg. daily but the 
platelet count fell and occasional purpuric spots re- 
‘curred. She required a minimum of 25 mg. of 
prednisone daily to maintain her platelet count at 
normal levels. She developed marked hypercortisonism, 
hirsutism and obesity. A splenectomy was therefore 
performed five months later, with a complete remission 
to date (Fig. 7). The splenectomy was performed at 
a time when the platelet count was normal. Treatment 
with intravenous cortisone on the day before, during 
and after the operation assured adequate support 
for the operative procedure. The side effects due 
to the corticosteroids have cleared. 


Comment.—Whereas moderate doses of cortico- 
steroids could maintain a normal platelet count, 
the side effects in a young woman were too great 
to permit this form of therapy to be maintained. 
Splenectomy, made safe and elective with pre- 
treatment with corticosteroids, was uneventful and 
resulted in a complete remission. This is in sharp 
contrast to Case 4, where splenectomy was per- 
formed during the acute hemorrhagic phase with 
no influence on the course of the disease. 
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CasE 15.—S.G., a 31-year-old woman, developed 
purpura two months before admission to hospital. She 
had a similar episode of purpura two years earlier 
which lasted only a few days. The purpura was not 
severe, and the only bleeding, other than into the 
skin, was from the gums. The spleen was palpable 
2 cm. below the left costal border. The platelet count 
was 60,000 per c.mm. and the bone marrow examin- 
ation revealed an increased number of megakaryocytes 
with many immature forms. Improvement in platelet 
counts followed the administration of 160 mg. of 
hydrocortisone daily. The platelet count remained 
normal for almost two years, when purpura recurred 
once more and the count dropped to 32,000. The 
patient was readmitted and treated with 40 mg. of 
prednisone daily; a good remission again resulted 
(Fig. 8). The platelet count fell to lower levels two 
months after prednisone was discontinued. She has 
remained well except for an occasional purpuric lesion. 
Splenectomy was recommended many times but was 
refused by the patient. 
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Fig. 8.—Case 15. Chronic thrombocytopenic purpura with 
remission after hydrocortisone and prednisone. ; 


Comment.—This patient has chronic thrombo- 
cytopenic purpura. She had a spontaneous re- 
mission for two years, an induced remission with 
hydrocortisone for two years, and another induced 
remission with prednisone but with persistent mild 
thrombocytopenia. 


DIscussION 


The course of idiopathic thrombocytopenic 
purpura is extremely variable and the outcome 
unpredictable. Despite various attempts at prog- 
nostication, based on such findings as the presence 
of marrow eosinophilia, which indicates a good 
prognosis,’® and the greater likelihood of spon- 
taneous remissions in children than adults,” 
accurate prediction in an individual case is. im- 
possible. Spontaneous remissions may appear 
within a few days or take many months. As a 
result, until recently, treatment consisted of watch- 
ful waiting for periods up to three or four months. 
Decision for splenectomy depended on the relative 
risk of cerebral or exsanguinating hemorrhage as 
opposed to the operative risk. The period of con- 
servative therapy and the incidence of splenectomy 
naturally varied from clinic to clinic, depending 
on individual experience,** 17 


ACTH and the corticosteroids have become very 
important adjuncts in the management of throm- 
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bocytopenic purpura. The effects of ACTH were 


first studied by Robson and Duthie? during an 
investigation on capillary resistance. As ACTH 
appeared to increase capillary resistance, it was 
administered to two patients with thrombocyto- 
penic purpura, resulting in a temporary clinical 
remission and an increase in platelet count. Many 
reports followed on additional series of patients 
treated with either ACTH or one of the cortico- 
steroids.*-'° All reported success in the rapid ces- 
sation of bleeding and some increase in platelets, 
but the success was not always lasting. 

Because it was believed that the corticosteroids 
have little direct effect in increasing circulating 
blood platelets, splenectomy was ultimately per- 
formed in more than half of the cases treated 
_ with corticosteroids.*-* In most cases this was due 
to the fact that the dose had been too small and 
frequently the period of treatment was too short. 
With larger doses of these hormones, a clinical 
and platelet remission may be induced in the 
majority of patients. Case 17 illustrates the im- 
portance of adequate dosage. This patient was 
receiving 5 to 20 mg. of cortisone daily for asthma 
when the thrombocytopenia appeared. With 160 
mg. of hydrocortisone daily a good remission was 
induced. When she later relapsed, 15 mg. of 
prednisone had no influence on the platelet 
count but when this was increased to 40 mg. 
daily, the platelet count rose to 320,000 per c.mm. 

The reports appearing during the past few years 


from one group of investigators illustrate the 
evolution of interpretations of the influence of 
the corticosteroids in thrombocytopenic purpura. 


In their first report in 1952, they found that 
ACTH and cortisone were chiefly of value in con- 
trolling severe bleeding and in preparation for 
splenectomy, but that permanent remission of the 
disease was not obtainable.’ In 1955, they reported 
that permanent remission was common in acute 
cases but not in the chronic forms of thrombocyto- 
penic purpura.'® In a recent study it is concluded 
that prednisone, in sufficient dosage, can restore 
the platelet count to normal in both acute and 
chronic cases, and that prednisone is superior to 
ACTH or cortisone in this ability to induce a 
remission.’° 

The classification of idiopathic thrombocytopenic 
purpura into acute and chronic types was based 
chiefly on the duration of the thrombocytopenic 
state. Thus Hirsch and Dameshek'* considered 
120 days, and Watson-Williams, Macpherson and 
Davidson’ 100 days, as the division between the 
“short history” and “long history” cases. The in- 
ference was that the cases with a short history 
had a good prognosis with a tendency towards 
spontaneous remissions, whereas those with a long 
history tended to relapse, should a remission occur 
at all. The general experience has been that chronie 
cases may improve with corticosteroids but that 
remissions are temporary and are usually best 
treated by splenectomy. Because of the frequency 
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of relapses following splenectomy in his experience, 
Dameshek’® has recently advocated maintenance 
prednisone therapy for patients with chronic 
thrombocytopenic purpura. The chief objection to 
this form of therapy is the side reactions which 
frequently develop, such as _hypercortisonism, 
osteoporosis and peptic ulceration. As splenectomy 
usually results in permanent remission in about 
75% of cases,” ! prolonged or intermittent steroid 
therapy is best reserved for cases of relapse after - 
splenectomy. 

The mechanism of action of the corticosteroids’ 
is not established. The dramatic effect on cessation 
of bleeding appears to be mediated through the 
small blood vessels in increasing capillary 
resistance.” * The demonstration that idiopathic 
thrombocytopenic purpura is associated with 
auto-immunity”® would suggest that the corti- 
costeroids act by reducing either the antibody or 
the antigen-antibody reaction, thus prolonging 
survival of the circulating blood platelets. This 
is similar to the explanation offered for the effect 
of steroids in auto-immune hemolytic anzemia.”* 

In our experience, all patients with thrombo- 
cytopenic purpura treated with corticosteroids 
responded in four to 17 days with a platelet re- 
mission which persisted in the acute cases but 
was only temporary in the chronic. Admittedly, 
many acute cases may have had a spontaneous 
remission, but in many others thrombocytopenia 
would certainly have persisted for longer than 
17 days, and might have led to severe or even 
fatal haemorrhage as well, as was the case with 
some of our untreated patients. Two patients, with 
an eight-week and one-week history of purpura 
respectively, responded to corticosteroids with 
temporary remissions only, and were later treated 
by splenectomy. These were included with the 
chronic cases because of this behaviour with corti- 
costeroids. Although the history of purpura before 
therapy was short, had they not been treated early 
they might have fallen into the “long history” 
cases of Watson-Williams, Macpherson and 
Davidson.’ The response to steroid therapy would 
appear to be a better criterion for classification 
into acute or chronic types of purpura than the 
history. 

It is generally agreed that a patient with 
thrombocytopenic purpura should be treated with 
a minimum of 40 mg. of prednisone daily. Our 
experience indicates that the other steroids, in pro- 
portionate dosage, are equally effective. The most 
desirable corticosteroid is the one with minimal 
side effects, Within 24 hours there is usually a 
dramatic cessation of bleeding and the period of 
observation is made safe. As the platelet count 
returns towards normal, the steroid dosage may be 
gradually reduced. If a normal platelet count 
persists, the drug is discontinued. By this means, 
splenectomy may be avoided in the majority of 
acute cases. Should the platelet count fall as the 
corticosteroid dose is reduced, the dose should be 
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increased to maintain the count at a safe level 
(over 120,000 per c.mm.). Such patients may be 
considered as having chronic purpura and should 
be prepared for splenectomy. Splenectomy, with 
the aid of steroids, becomes an elective, bloodless 
procedure rather than a dangerous, last-resort 
measure as in the past. In relapses after splenec- 
tomy, prednisone may be given during episodes 
of acute bleeding, usually with a good clinical 
remission and improvement in platelet count. 


Similar treatment with corticosteroids applies to 
patients with thrombocytopenia due to drugs and 
infections, where spontaneous remission is the rule. 
Death during the acute hemorrhagic phase may 
occur in these cases as well as in idiopathic throm- 
bocytopenia and can be prevented with corti- 
costeroids while awaiting remission. Similarly, 
with thrombocytopenia secondary to lymphomas, 
or in lupus erythematosus, where megakaryocytes 
may be plentiful in the marrow, remissions may 
be induced and maintained with corticosteroids. 


SUMMARY AND CONCLUSIONS 


Twenty-three consecutive cases of idiopathic 
thrombocyppenic purpura are reviewed, 14 of which 
were treated with corticosteroids. 


Three patients died of cerebral hemorrhage before 
corticosteroids were available. There were no deaths 
in those treated with corticosteroids. 


Of the 14 cases treated with steroids, 10 were 
acute and had a complete remission, whereas four 
were chronic with a temporary remission. Three of 
the patients with chronic purpura had a splenectomy 
which was followed by a complete remission. 


It is concluded that all patients with thrombo- 
cytopenic purpura should be treated with large doses 
of corticosteroids as soon as the diagnosis is made. 
This applies to patients with thrombocytopenic 
purpura due to drug sensitivity and to symptomatic 
thrombocytopenic purpura as well. Hemorrhage is 
thus rapidly controlled and the platelet count is 
returned to normal. In most cases, splenectomy may 
be avoided as a complete remission is induced. Where 
thrombocytopenia recurs as the corticosteroid dosage 
is reduced, splenectomy will ultimately be required. 


Preparation of a patient for splenectomy with corti- 
costeroids has made this a safe and elective procedure, 
‘rather than the hazardous emergency operation of 
former years. 


Where relapse occurs after splenectomy, the corti- 
costeroids may be used either continuously or inter- 
mittently, as indicated, to reduce the risk of serious 
hemorrhage. To minimize side reactions, small doses 
of steroids may be sufficient to attain the desired 
effect without attempting to reach normal platelet 
levels. 
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RESUME 


L’auteur présente une série de 23 cas de thrombocyto- 
pénie idiopathique dont 14 recurent des stéroides. Avant 
lavénement de cette thérapie trois de ces malades mouru- 
rent d’hémorragie cérébrale; il n’y eut aucune mortalité 
depuis que l’usage de ces hormones est accepté. Des 14 
cas traités aux stéroides 10 étaient des cas aigus et 
obtinrent une rémission complete; les quatre cas chroniques 
neurent qu'une rémission temporaire. Trois malades chroni- 
ques obtinrent une rémission complete aprés splénectomie. 
L’analyse de ces résultats semble indiquer que tous les 
cas de thrombocytopénie doivent étre traités d’emblée par 
de fortes doses de stéroides quelle qu’en soit létiologie. 
L’*hémorragie s’arréte alors rapidement et les plaquettes 
reviennent au taux normal. Dans la majorité ae cas il 
n'est pas nécessaire d’avoir recours 4 la splénectomie 
puisqu il y a rémission compléte. Si cependant la thrombo- 
cytopénie réapparait lorsque les stéroides sont diminués, 
la splénectomie finit par s’imposer. 

La préparation par les stéroides d’un thrombocytopénique 
a la splénectomie a beaucoup réduit les risques que 
présentait jadis cette opération. L’intervention est mainten- 
ant élective et sire. Si des rechutes se produisent aprés 
la splénectomie on peut administrer des stéroides a dose 
continue ou _ intermittente selon Tindication afin de 
diminuer les risques d’hémorragie grave. Afin d’éviter 
leurs effets secondaires, les stéroides peuvent étre donnés a 
petite dose sans chercher 4 rehausser le niveau des plaquettes 


_a la normale. 





RELATIONSHIPS BETWEEN 
PHYSICIANS 


“I have been concerned for some time with the question 
of whether or not the American Medical Association truly 
serves the interests of all physicians or whether it places 
undue emphasis on the interest of physicians in private 
practice, It was with these thoughts in mind that I suggested 
to the Board of Trustees of the American Medical Associa- 
tion that the Association study the current relationship of 
doctors of medicine who are not in private practice to 
those who are in private practice. It was my thought that 
the scope and extent of the problems involved in working 
and organizational relationships be determined. I further 
suggested that such action as may be needed and desired be 
taken to strengthen the American Medical Association as 
an organization for all doctors of medicine. Such a study 
is currently being made.”—Bruce Underwood: J. A. M. A., 
168: 1000, 1958. 
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STUDIES OF ERYTHROCYTE 
SURVIVAL IN ACUTE LEUKAEMIA* 


D. M. WHITELAW, M.D., 
K. A. EVELYN, M.D. and 
P. F. SOLVONUK, Ph.D. 

with the technical assistance of 
E. TANG, Vancouver, B.C. 


THE INTRODUCTION of radioactive chromium for tag- 
ging red blood cells and estimating blood volume’ 
and erythrocyte survival time? has provided a rela- 
tively simple technique for evaluation of the pres- 
ence and degree of hemolysis without significant 
risk to patients. It has the advantage over the 
more accurate Ashby technique that it can be 
used to estimate survival of an individual’s red 
cells in his own blood stream. While the results 
obtained are not a true measure of survival, a curve 
can be derived for comparison with similar curves 
from normal subjects. 

Studies of red cell survival in chronic leukemia 
have been made by this method*:* and a few 
observations are recorded of survival in acute 
leukzemia.* The present study is concerned with 
red cell survival in acute leukemia; _ results 
obtained are correlated with other laboratory and 
clinical evidence of hemolysis. 


CLINICAL MATERIAL 


The subjects were 12 patients with blast cell 
leukemias. Ten of the cases first manifested them- 
selves as acute leukemia. Case 7 was one of 
polycythemia vera culminating in acute leukaemia 
and Case 8 was one of chronic granulocytic 
leukemia with an acute terminal phase. Most of the 
subjects were tested shortly after the diagnosis 
was made, but Case 12 was tested four months 
and again eight months after diagnosis. Table I 
indicates the chronological relationship between 
survival studies and previous transfusions, the 
nature and duration of specific therapy and the 
clinical state of the patient. No patients were 
transfused during the tests. Treatment in force at 
the start of the study was continued until its ter- 
mination. Eleven patients died within five months 
of the time of the test and one patient is still alive. 

Because of the natural] history of acute leukaemia 
in adults, it was considered essential that the 
duration of these studies be limited to a period 
compatible with the demands of treatment, in 
respect particularly to transfusions. It was there- 
fore decided to continue each for a period of 
seven days. Four patients died in 
a shorter period and they are not in- 
cluded here. In several instances 


RCV, = 


*From the Department of Medicine, University of British 
Columbia, and The G. F. Strong Laboratory for Medical 
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it was possible without harm to prolong the study 
to 10 or even 14 days. 


METHODS 


The method used was a modification of the technique 
of Strumia et al.> Approximately 15 ml. of the patient’s 
venous blood was withdrawn by syringe and injected 
into a sterile, siliconed, rubber-stoppered 100-ml. vial 
containing 5 ml. of ACD solution and about 100 
microcuries of Cr*! as Na,Cr°!0,.* The mixture was 
allowed to stand at room temperature for 20-60 
minutes, then 50 mg. of ascorbic acid was added in 
order to reduce the chromium remaining in the plasma 
to the trivalent form and thus to prevent further 
uptake of chromium by the red cells.* After thorough 
mixing, 10 ml. of chromated blood were drawn into a 
calibrated syringe and injected into the patient through 
the rubber tubing of a freely running intravenous 
infusion set. The remaining blood was used with a 
minimum of delay to determine the haematocrit value 
and to prepare samples of whole blood and plasma 
for radioactive counting at a later date. 

The red cell volume at the start of the period of 
observation was calculated on the basis of radioactivity 
measurements made on a sample of venous blood 
withdrawn from the opposite arm 20 minutes after the 
injection. Subsequent blood samples for the estimation 
of red cell survival were withdrawn at intervals of 
one day, two days or three days for a minimum of 
seven and a maximum of 14 days. On the final day 
of the test, after the last blood sample of the survival 
series had been withdrawn, the procedure of the first 
day was repeated in order to measure the red cell 
volume at the end of the observation period. 

The hematocrit values were measured in Wintrobe 
tubes after 30 minutes’ centrifugation at 1000 G, an 
arbitrary correction for trapped plasma being made 
by subtracting 3% of the height of the red cell column. 
Four ml. aliquots of whole blood and plasma (diluted 
1:100 and 1:25 respectively, in the case of pre- 
injection samples) were prepared from each sample 
of blood on the day of collection and stored at —20° C. 
in stoppered plastic vials. At the end of the period of 
observation radioactivity measurements were made with 
a well-type scintillation counter, all samples of whole 
blood and plasma from any one experiment being 
counted at a single sitting in order to eliminate the 
necessity of making corrections for radioactive decay. 
After correcting for background activity and for 
dilution, the activity of each sample of whole blood 
plasma was expressed as counts per second per ml. 
and the activity of 1 ml. of red cells was calculated 
from. these data with the aid of the corrected 
heematocrit value. 

The patient’s red cell volume at the start of the 
experiment (day O) was calculated from the isotope 
dilution equation: 


Total activity of red cells in 10 ml. of blood injected on day a: 
Activity of 1 ml. of red cells in blood drawn 20 min. after injection 


*The vials containing the ACD solution and the radioactive 
sodium chromate were obtained from Abbott Laboratories, 
North Chicago, Ill. The specific activity of the Cr51 was 1.5 
microcuries per microgram for the first two tests and 12-25 
microcuries per microgram for the subsequent 10 tests. 
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TABLE I.—C.inicau State or Patient, PREvious TRANSFUSIONS AND CURRENT THERAPY AT TIME OF SURVIVAL STUDIES 








Degree of 
hemolysis as 
Clinical state Previous transfusions measured with 
Case number during tests (1 bottle=approximately 380 c.c.) Specific therapy during test Cr®! 
Pe viii tence Unchanged None None Marked 
Berns tasueiekes Unchanged 2 bottles 15 days previously None None 
oi stthen eS Deteriorating None 6 M.P.* 150 mg. per day from None 
3 days previously 
De acc a ots Deteriorating 3 bottles 7 days previously 6 M.P. 150 mg. per day from Marked 
beginning of test 
® ccastoo wie Improving 2 bottles 14 days previously 6 M.P. 150 mg. per day from Marked 
14 days previously 
PP inissetetien Deteriorating None 6 M.P. 150 mg. per day from None 
12 days previously 
eee eer er ye Deteriorating None 6 M.P. 150 mg. per day from Moderate 
21 days previously 
Wises awhselehs Deteriorating 6 bottles during week ending 6 M.P. 150 mg. per day from Marked 
10 days previously 16 days previously 
ech ed sche Improving None 6 M.P. 150 mg. per day and Marked 
prednisolone 600 mg. per 
day from beginning of 
test 
. | Rarer ee Unchanged None 6 M.P. varying doses from 4 None 
mo. previously, and pred- 
nisone 30 mg. per day 
from beginning of test 
COP: cin matings Deteriorating 1 bottle day before test ACTH 25 mg. per day and Marked 
6 M.P. 48 mg. per day 
Pe theta petukeys Deteriorating None None Moderate 
BE kK GSN eo Deteriorating None 6 M.P. 150 mg. per day from Moderate 
beginning of test 
*6 M.P. =6-mercaptopurine. 
The red cell volume on the last day of the experiment where N = radioactivity count on day t. 


was calculated from a similar equation in which the 
numerator is the activity of the red cells in the blood 
injected on that day, and the denominator includes 
a correction for the residual activity of 1 ml. of red cells 
in a sample of blood drawn immediately before this 
injection. The red cell volumes on the intervening days 
were estimated by linear interpolation between the 
initial and final volumes. The assumption of a linear 
increase or decrease in red cell volume may not be 
valid for some of the cases, especially those in which 
treatment was started before the test began and in 
which it is possible that alterations in red cell mass or 
degree of hemolysis may have begun during the period 
of observation. 


The percentage survival of red cells on any given 
day was calculated from the equation: 


(activity of 1 ml. of red cells on day N) X RCVy X 100 


N, = corresponding count on day O. 

T = potential life span of red. blood cells 
= 120 days. 

k = elution rate of chromium from red 
blood cells = 0.01?. 


Such a formula gives a half-life of red cell radio- 
activity of 35 days and this would appear to be 
maximal for this method. The lower limit of the 
stippled area is a line corresponding to a half-life 
of red cell radioactivity of 24 days, which was 
arbitrarily chosen as being the lower limit of 
normal. The actual half-life as determined by 
Necheles et al.? falls within this range. Patients 
whose survival curves by this method indicated 
a half-life of 14 to 24 days were con- 





% survival = 


where RCV, represents the measured or estimated 
red cell volume on day N. 


The routine hematological studies were carried out 
by Dr. W. H. Perry.’ 


RESULTS 


The survival curves shown in Figs. 1 and 2 are 
plotted on semilogarithmic paper. The stippled 
area on each plot represents the normal range. The 
upper limit of this area is a line constructed from 
the formula of Eadie and Brown:® 


t \ —K 
N= a(t Ay 5 





Total activity of red cells in 10 ml. blood injected on day 0 





sidered to have moderate impair- 
ment of survival and those with a 
half-life of less than 14 days were considered to 
have marked impairment of survival. 

Of the 12 cases studied, three had survivals 
falling within the normal range as here defined. 
Three showed moderate reduction in survival and 
five showed marked reduction. The remaining pa- 
tient (Case 10) had a normal survival time on 
the first test and a markedly reduced survival 
time four months later. 

The rate of fall of hemoglobin value could be 
expected to give a rough indication of haemolysis 
in the absence of hemorrhage, but this would 
depend not only on the hemolysis but also on the 
ability of the marrow to respond to the anzmia, 
since even with a moderately severe hemolysis a 
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cine an 2 basophilic stippling and Howell- 
Jolly bodies, and the level of bilirubin 
could not be correlated with the re- 
sults of the survival studies. 


Hemolysis was not more frequent 
in patients with clinical enlargement 
of the spleen and liver. The cellu- 
larity of the bone marrow was usually 
increased, but the increase was due™ 
to large numbers of blast cells and 
not to an increase in erythroid 
elements. Two cases showed slight 
qualitative changes in the red cell 
precursors, suggestive of folic acid 
deficiency. The direct Coombs test 
was negative in the nine cases in 
which it was performed, indicating 
that within the limits of this test no 
circulating immune _ bodies were 
present. 

Red cell volume (Table II) de- 
clined in all cases during the period 
of observation. In the four cases with 
normal survival times this decline was 
slight, and in all but one of those 
with marked shortening of survival 
sian Pear time it was of considerable magni- 

tude, varying between 11% and 60%. 
watt henaa, in Cases 1-6. The range of normal is In 11 instances the plasma volume 
expanded to compensate for the re- 
duction in red cell volume. The 


PERCENT SURVIVAL 


CASE NO 3 


PERCENT SURVIVAL 


CASE NO 5 ; CASE NO 6 


PERCENT SURVIVAL 


6 8 10 12 14 6 


vigorously reacting marrow may 

more than compensate. In the cases 

studied there was a close correlation 100 atlas . CASE. NO 8 
between the rate of fall of hamo- a : Si ae 
globin and the results of the survival 70 
studies. All cases with rhoderate or 60 
marked reduction in survival time 
showed a fall in ‘hemoglobin value 
in excess of 5% per week. Three of 
the four cases with no decrease in cece tien eatanitaeece 
survival time showed falls in hzmo- 

globin value of less than 5% per — 
week. Only one case violated this : 
general trend, and in this instance 
the hemoglobin value fell 8% per 
week. This was due to an increase of 
plasma volume from 2120 ml. to 
2640 ml. associated with a decrease 
in red cell volume from 730 ml. to 
670 ml. 

Reticulocyte counts were elevated sia iii 
above 2% in three cases but when Reh Corea, 
absolute numbers of reticulocytes 
were calculated they were found in 
all instances to be within the limits 
of normal. Macrocytosis of some 
degree was constant and did not seem 
to be related to the degree of haemo- re a eae meer 
lysis. The presence of nucleated red TIME IN. DAYS tie seen 
cells, target cells, polychromasia, Fig. 2.—Red cell survival curves in Cases 7-12. 
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TABLE II.—Cuanaes 1n Rep Ceti Votums, PLAsMA VOLUME AND ToTaL BLoop VoLUME AS BETWEEN SraRT AND FINISH OF 
Test INTERVAL 








Interval 





oO 
Case No. (days) R.B.C. vol. » change 
RO ANd OE 7 1000 
890 —11 
Biss ey Ate 7 600 
510 —15 
Ac edad Wee oe 10 730 
670 —8 
Oe Ss rast, ah Ve err 14 970 
390 — 60 
iho. Peo Ae 8 890 
710 —20 
rete tt de it 10 760 
730 —4 
meh arn eer ae 11 2500 
1900 —24 
RA ciiban tddaa ess 11 1500 
900 —40 
OP ite bela sation be 11 530 
330 —38 
Oe S48 ion See 15 1440 
1370 —§ 
7 1190 
810 —32 
Re 50g eee 14 860 
840 —2 
Be se at 13 850 
740 —13 


degree to which this phenomenon occurred was 
irregular, and the total blood volume therefore 
underwent changes in both directions, exceeding 
10% in five cases. The patient in Case 8, in which 
very marked change in blood volume was noted, 
was developing clinical signs of cardiac failure 
during the test period. This undoubtedly con- 
tributed to the expansion of plasma volume. 


DISCUSSION 


It is apparent from these curves that significant 
data can be obtained by this method used over the 
short periods permissible in this rapidly progressive 
disease. The curves show a satisfactory degree of 
internal consistency and where prolonged to 10 
or 14 days showed no tendency to deviate impor- 
tantly from the early trend. While minor degrees 
of hzmolysis might escape detection because of 
so brief a period of observation, it is evident that 
the method is sensitive enough to show hzemolysis 
not brought out by other laboratory procedures. 

As was pointed out by Strumia et al.’ and empha- 
sized by Turnbull, Hope and Verel,® the decline 
of radioactivity in the blood after tagging is an 
index of disappearance of red blood cells from 
circulation only if the red cell volume remains 
constant during the procedure. While such an 
assumption might be made for normal persons, it 
cannot be made for persons with diseases calcu- 
lated to alter the red cell volume. Where complete 
failure of erythropoiesis is present, the circulating 
chromium tagged cells cannot be diluted by new 
cells and their original concentration will be main- 
tained during the period of observation, giving the 
illusion that no cells are being destroyed. On the 
other hand, very rapid regeneration of red blood 
cells will so dilute the chromium as to give a rapid 
disappearance rate and suggest marked hemolysis 








0 % Reduction in 

P. Vol. change Total B.V. change Cr*! survival 

2590 3590 

2990 +15 3880 +8 Marked 

1900 . 2500 

1770 —7 2280 —9 None 

2120 2850 

2640 +24 3300 +16 None 

3160 4130 

3590 +14 3980 —4 Marked 

2500 3390 

2500 0 3210 —5 Marked 

2600 3360 

3250 +25 3980 +18 None 

3800 6300 

4100 as 6000 —5 Moderate 

3300 4800 

5200 +58 6100 +27 Marked 

2430 2960 

2760 +14 3090 +4 Marked 

2980 4420 

3510 +18 4880 +10 None 

3310 4500 

3920 +18 4730 +5 Marked 

2680 3540 

2840 +6 3680 +4 Moderate 

3550 4400 

4280 +21 5020 +14 Moderate 


which does not exist. It is essential, therefore, to 
estimate blood volume at the beginning of the test 
and again at the end. 


The presence of hemolysis did not seem to be 
obscured by previous transfusions, since significant 
decrease in-survival time was noted in four of five 
cases receiving transfusions within a month. It is 
probable that the mechanism responsible for the 
hemolytic process affects the transfuséd as well 
as the autochthonous cells.’® ™ 


SUMMARY AND CONCLUSIONS 


The radioactive chromium method for studying red 
cell survival is applicable to short-term observations in 
acute leukemia where more prolonged studies would 
be impractical because of the necessary demands of 
treatment including transfusions. The curves obtained 
are sufficiently consistent within themselves to be 
significant. 

It is essential that the red cell volume be measured 
at the beginning and at the end of the studies in order 
that the survival curve may be corrected for altera- 
tions in red cell volume occurring during the 
experiment. 

About two-thirds of the 13 cases studied showed 
a moderate or marked reduction in red cell survival. 

No correlation is apparent between the results of 
the survival studies and those of other laboratory tests 
used to indicate hemolysis. 

The rate of fall of hemoglobin value is closely 
related to the red cell survival. 
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RESUME 


Par la simplicité de son emploi, le chrome _radioactif 
permet la détermination de la survie des globules rouges 
dans les cas de leucémie aigué ot les exigences du traite- 
ment, y compris les transfusions, s’opposeraient 4 l’applica- 
tion de méthodes plus élaborées, Les courbes obtenues sont 
suffisamment uniformes pour qu’on en puisse tirer des con- 
clusions. I] est essentiel de connaitre le volume de la masse 


MYOCARDIAL NUTRITION AFTER 
THE IVALON SPONGE OPERATION 
THE RETURN OF A 400 MILLION 
YEAR OLD SYSTEM 


ARTHUR VINEBERG, M.D., C.M., 
T. DELIYANNIS, M.D. and GIL PABLO, M.D., 
Montreal 


Topay in our laboratories, as a result of our ex- 
periences with the ivalon sponge operation for the 
relief of myocardial ischemia caused by coronary 
artery narrowing or occlusion, certain very strange 
questions are being asked. 

Is it possible to turn the mammalian heart back 
over the zons into a primitive heart capable of 


surviving in a primitive way without coronary 
arteries? An example of such a primitive heart is 
to be found in the systemic heart of the hagfish, 
which has no coronary arteries but receives its 
nutrition directly from the ventricular lumen, i.e., 
by endocardial nutrition via channels which origi- 
nate in the lumina of the heart to enter the heart 
wall through channels which lie between trabecu- 
lated bundles of muscle fibres. The ventricular 
blood rises and ebbs, flowing from the ventricular 
cavity into the heart wall via this veritable sponge- 
work of vascular spaces, there to nourish by direct 
contact the primitive myocardial] fibres. 

Does the mammalian myocardial fibre inherit 
a four hundred million year old memory so that, 
given a proper stimulus, it likewise can take its 
nutrition directly from the ventricular cavity by 
loosening its own compact structure to one which 
is more trabeculated, and by opening up long un- 
used channels connecting the ventricular cavity 
to the interior of the heart wall? 

Is it possible that the myocardial network of 
vessels can so rearrange themselves within the 
myocardial muscle framework that they form a 


*From the Department of Experimental Surgery, McGill 
University, and the Sub-department of Cardiac Surgery, Royal 
Victoria Hospital, Montreal, Quebec. 
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sanguine au début et a la fin de la détermination de survie 
afin de tenir compte des écarts que pourrait subir le volume 
total des érythrocytes pendant cette expérience. Le Cr®1 ne 
permet de conclure qu’a raison d’un taux de remplacement 
des érythrocytes égal a celui de leur destruction. Les résul- 
tats peuvent étre faussés dans les cas ot la moelle est 
aplasique, ou dans ceux ot la spoliation ou l’hémolyse 
sont si élevées que l’érythropoiése ne peut compenser. 

Les deux tiers environ des 13 cas étudiés dans cet article 
présentaient une diminution modérée ou prononcée de la 
survie des érythrocytes. On n’a découvert aucune corrélation 
entre les résultats de la détermination de la survie et ceux. 
des épreuves employées dans le dépistage de lhémolyse. 
Le taux de chute is Vhémoglobine suit de prés celui de 
la survie des globules. 


aol 


true sponge-like network of spaces and _ vessels 
which communicate not only with one another 
but also with extracardiac vessels, coronary arteries 
and veins, and with the ventricular lumen itself? 

These and many other questions are now being 
studied by us in Montreal. 

It all started in 1954. The senior author, while 
watching the ocean from a beach on the South 
Atlantic, wondered about the whole problem of 
coronary artery disease. As he looked out on the 
vast, limitless ocean, many thoughts and ideas 
took shape. Surely out there in the depths of the 
sea was an answer to the problems of revasculariza- 
tion surgery in the treatment of coronary artery 
insufficiency. Practically, there must be something 
in the evolutionary past of the human race which 
might be of assistance, particularly since, at some 
time, many millions and perhaps billions of years 
ago, the earliest progenitor of the human race 
crawled out of the waters. While he was thus 
ruminating, the idea developed which has resulted 
in the past three years of active experimental study. 
Perhaps one could supply a framework between 
the myocardium and pericardium through which 
hundreds of small vessels could grow, much in 
the same way as a gardener places screens above 
plants to guide their growth, or alongside vines 
to facilitate their upward extension. Perhaps some- 
thing with small canaliculi, such as the coral or 
the sponge, might well be of help. 

Constantine was set to work on this problem 
in the fall of 1956. Various types of coral formations 
were examined after being ground up. On examina- 
tion of these it was decided to abandon the use 
of coral because the canaliculi were too small. 
Various types of marine sponges were then studied, 
and a method of making sponge dust which would 
pass through a 60-mesh sieve was developed. A 
silicaceous type of sponge was used so that its 
contained silicate particles would abrade the serous 
layers of the pericardium and permit blood vessels 
to grow through the canaliculi of the sponge. Un- 
fortunately, when the sponge powder was placed 
in a dog’s pericardium, there was a very marked 
reaction which usually resulted in the death of the . 
animal. Constantine also used thin slices of marine 
sponge applied to the surface of the left ventricle, 
with similar results. 
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One day, in a discussion of this problem with 
Deliyannis' who was to continue Constantine's 
work, the former suggested the use of ivalon sponge 
placed upon the heart in thin sheets, It was thought 
that since ivalon sponge is an inert substance, it 
would offer an ideal framework to guide the growth 
of blood vessels from pericardium to myocardium. 
In order to obtain the proper state for such a 
growth of vessels, at least three conditions were 
considered necessary: 

1. Myocardial ischemia had to be created. 

2. It would be necessary to remove the serous 
lining of the fibrous pericardium and the epicardial 
covering of the left ventricle. 


~ 
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A total of 54 animals were operated upon. Of 
these 25 were control animals, and 29 were treated. 
After excluding those animals with complications 
from both the control and treated series, a total 
of 20 control animals and 22 treated with ivalon 
sponge was studied. All but two of the control 
animals died within a period of 18.8 days, all 
apparently from myocardial ischemia. 

Of the animals treated with ivalon sponge, 19 
survived for three months or longer. All of these 
were studied, some before and all after being 
sacrificed (see Table I). It is obvious that direct 
application of ivalon sponge sheets to the bared 
myocardium resulted, in certain cases, in the 
development of some type of extracoronary blood 


TABLE I.—AmeEroip ConstRIcTION TEst oF IVALON SPONGE OPERATION 











All animals had petrolatum- Average No. 
coated ameroid constrictors No. of No. of days survived 
placed on anterior descend- animals deaths postoperative 
ing and circumflex branches 
of the left coronary artery 

Rs ota a eke ones 20 18 18.8 
Ameroid constrictors plus 

ivalon sponge....... 22 3 45.0 


3. The ivalon sponge sheet must be sufficiently 
thin to permit blood vessels to bridge the gap 
between the denuded pericardium and the heart 
muscle. 


To produce myocardial ischzemia, ameroid con- 
strictors were placed around the origins of the 
anterior descending and circumflex branches of 
the left coronary artery. In previous experiments 
such constrictors have been tested and proved to 
narrow the coronary vessels very materially, caus- 
ing a very high mortality rate in control animals. 
Removal of the epicardium and serous pericardium 
was carried out by Deliyannis, using a Beck 
scraper. Then 1/16 in. (1.6 mm.) sheets of ivalon 
sponge were placed upon the front and back of 
the heart, where they were held in position by 
a few stitches of interrupted silk. 


Thus, the ivalon sponge operation was subjected 
to the ameroid coronary artery constriction test, 
which has been previously described. The survival 
figures for Deliyannis’ series of ivalon sponge and 
ameroid constriction of the two main left coronary 
arteries in animals are shown in Table I. It should 
be made clear immediately that all animals in 
which wound infection developed, or where fluid 
was found in either pleural space at autopsy, were 
not included in the control or treated series. The 
same precautions which have been previously 
described for the use of the coronary artery 
ameroid constrictors were strictly adhered to. In 
this way, a better picture of the value of the ivalon 
sponge operation in protecting hearts against 
coronary ameroid constriction death could be 
obtained. 


Sacrificed 
Illness Study 
No. of Average days No. of Average days 
animals postoperative animals postoperative 
2 26 — — 
ai 19 — 255 


supply sufficiently large to relieve the ischaemia 
of the left ventricle caused by the constricting 
ameroids. 





Fig. 1.—Photomicrograph of section of heart of Animal 
No. 838 showing sponge spaces lined by endothelium and 
containing red blood cells. This sponge had been on an 
ischemic heart for 176 days. 
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(c) (d) 


Fig. 2.—Roentgenogram of Animal No. 711. Ameroid constrictors placed 
on anterior descending and circumflex arteries with sponge on left ventricle, 
January 31, 1958. Animal studied February 3, 1959 by injecting radiopaque dye 
through the left subclavian at its origin. (a) Control. (b) Shows opacification 
of numerous tortuous branches from branches of the axillary, subclavian and 
internal mammary arteries which converge in the region of the left ventricle. 
(c) Shows suspicious area of opacification on anterior wall of left ventricle 
with faint opacification of anterior descending branch. (d) Definite opacifica- 


tion of area in left ventricle. 


DEMONSTRATION OF DEVELOPMENT OF 
NEw CARDIOVASCULAR 
CHANNELS AFTER IVALON SPONGE OPERATION 


1. Endothelial-lined spaces within sponge inter- 
stices containing red blood cells.—The first question 
to be answered concerned the presence of blood 
vessels within the interstices of the ivalon sponge 
network. That these existed was clearly demon- 
strated by studying hearts covered with ivalon 
sponge 3 to 14 months after survival from ameroid 
coronary artery constriction. To settle the question 
whether there were blood spaces within the sponge 
network, the animals were anesthetized and 
allowed to die from anoxia. The great vessels were 
then tied, and the heart was placed in formalin, so 
that whatever blood was present would remain 
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‘within the sponge interstices. It 
should be noted that the sponge, 
at the end of a year, remained 
soft and pliable. Although there 
was some regrowth of fibrous 
tissue, there were still large num- 
bers of spaces within the sponge 
lined by endothelial cells and con- 
taining red blood cells (Fig. 1). 
Having established the presence 
of endothelium-lined spaces con- 
taining red blood cells within the 
interstices of the ivalon sponge, 
our next task was to discover the 
connections of these blood-con- 
taining spaces. 

2a. Evidence for extracardiac 
blood supply via _ pericardial 
sponge-myocardial arterial ana- 
stomoses (subclavian artery angio- 
sponge myocardiogram).— Animals 
that had survived ameroid con- 
striction of the two main coronary 
arteries because of the _ ivalon 
sponge operation were studied 6 
to 14 months after operation. The 
left chest was opened and the left 
subclavian artery ligated at its 
aortic origin and cannulated distal 
to the point of ligature. In this 
way, the subclavian artery and all 
its branches could be injected in 
order to outline the pericardio- 
phrenic intercostals and _ other 
arteriolar branches of this vessel 
which supply the pericardium. 
Serial x-ray studies of such injec- 
tions have been carried out by 
Laberge. By special fast cassette 
film studies it has been possible to 
follow the radiopaque dye down 
the branches of the left subclavian’ 
artery, including the internal mam- 
mary artery and its branches, into 
the region of the heart. In at least 
three of these studies in three 
different animals, x-rays have visualized areas of 
dye concentration in the region of the apex and 
left ventricular wall. These radiopaque concentra- 
tions have been considered by Laberge to be 
accumulations of the dye in the sponges which 
were resting between the myocardium and peri- 
cardium. In other words, the radiopaque dye 
injected into the left subclavian artery outlined 

a multitude of vessels which were running to the 

pericardium and which ended by entering and 

filling the sponge interstices, that is, pericardio- 
sponge anastomotic arterial channels (Figs. 2a, 2b, 
2c and 2d). 

2b. Pericardial-ivalon sponge myocardial arterial 
anastomoses.—Now, just because the radiopaque 
dye appears to have entered the ivalon sponge after 
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Fig. 3.—Photograph of channels filled by India ink in- 
jection made through left subclavian in Animal No. 685, 
in which ameroid constrictors were placed around anterior 
descending and circumflex vessels, and sheets of ivalon 
sponge placed upon surface of left ventricle eleven months 
previously. Note concentration of vessels in’ region of 
sponge and filling of sponge holes by India ink. 


injection of the subclavian artery, and because 
there are blood channels within the sponge inter- 
stices containing red blood cells, this does not 
prove that blood channels exist between the sponge 
and the myocardium. Thus, in those animals studied 
by subclavian angio-spongiograms after the animal 
had been sacrificed, the left subclavian artery 
was injected with India ink in the same manner 
as the radiopaque dye was injected during life, 
except for the fact that all the branches to head 
and forearm were first ligated. The India ink could 
be followed as it filled numerous vessels running 
to the pericardium, and it was possible to see what 
appeared to be areas in the sponge which were like- 
wise filled with the injection mass. Upon opening the 
aorta and left ventricle, India ink was scen to have 
traversed the entire thickness of the left ventricular 
wall to appear in the left ventricular lumen. These 
same experiments have been repeated after first 
isolating and tying all the great vessels, namely 
the pulmonary veins, pulmonary artery, superior 





Fig. 4.—Photomicrograph of section through ivalon sponge 
showing India ink injected through left subclavian artery 
in Animal No. 659. 
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Fig. 5.—Photomicrograph of left ventricle showing India 
ink in heart, capillaries and sinusoids injected through left 
subclavian arteries via ivalon sponge. 


and inferior venz cavz, and the aorta at its origin, 
so that when the injection was made in the left 
subclavian artery there were no channels other 
than those entcring the pericardium and traversing 
the sponge into the myocardium which could be 
injected (Fig. 3). Again, in this experiment, the 
India ink was observed to enter the pericardial 
vessels and then the sponge (Fig. 4), and on cross- 
section of the ventricle it was found to be in the 
wall of the left ventricle (Fig. 5), thus establishing 
without doubt the existence of pericardio-sponge 
myocardial anastomotic channels. 

3. Coronary artery-sponge myocardial anasto- 
moses.—Coronary artery-sponge myocardial anas- 
tomoses have been demonstrated on many 
animals by injecting the anterior descending 
and circumflex arteries distal to the points of 
ameroid occlusion with the Bellman-Frank mass. 
The mass enters the sponge network, but none 
appears to have gone beyond the sponge out into 
the pericardial vessels (Fig. 6). This may be due 





Fig. 6.—Photomicrograph of Animal No. 711 showing 
Bellman-Frank mass lying in sponge interstices after in- 
jection into coronary arteries distal to points of ameroid 
constriction. 
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Fig. 7a.—Radiograph of normal animal’s heart after in- 
jection of Bellman-Frank mass through right .and left 
coronary arteries. Note irregular patit¢rn of ventricular 
wall arterioles with occasional arteri. .iminal vessel. 


Fig. 7b.—Radiograph of same heart unrolled. 


to the fact that the injection mass rapidly fills the 
arteriolar system of the left ventricle and appears 
in the left ventricular lumen, projecting through 
many lumina. X-ray studies of such injections have 
been made, and a strange arrangement of arteriolar 
vessels has been disclosed. 


4, Development of arterio-luminal vessels, homo- 
coronary and intercoronary anastomoses by ivalon 
sponge operation.—When the left ventricular ar- 
teriolar system is injected through the anterior 
descending and circumflex arteries with the 
Bellman-Frank mass in normal hearts, a few ves; 
sels are seen to enter the left ventricular lumen, 
but for the most part the arteriolar architecture 
in the myocardium of the normal heart is arranged 
in an irregular mosaic of semicircles, etc., with 
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Fig. 8.—Radiograph of injected arteriolar network of heart 
of Animal No. 454, which underwent the Beck I operation. 
This animal died from myocardial ischseemia created by 
ameroid constriction of both left coronary arteries. Note 
few intercoronary and numerous homo-coronary anastomoses 
and only the occasional arterio-luminal vessel. 


some homo-coronary anastomoses and a few inter- 
coronary anastomoses (Fig. 7). When a similar 
study is carried out distal to the points of ameroid 
narrowing of the anterior descending and circum- 
flex coronary arteries in animals that have died, 
the picture is about the same except for the de- 
velopment of a few more intercoronary anas- 
tomoses (Fig. 8). The same is true of injection 
studies made upon animals that have died from 
ameroid constriction following the Beck I operation 
or, for that matter, in animals surviving ameroid 
constriction with coronary artery partial ligation 
and internal mammary artery implantation. The 
implant, when injected, fills the entire left coronary 
artery tree, but few if any of our studies over the 
years show the injection mass outlining the vessels 
heading for the ventricular lumen. In all the 
sponge-treated hearts of animals that have died 
or survived ameroid constriction of the two main 
left coronary arteries, injection studies reveal 
parallel rows of vessels which leave the surface 
coronary arteries and appear to run directly into 
the left ventricular lumen (Figs. 9a and 9b). 
These are extremely numerous and are noteworthy 
not only because of their arrangement, which is 
at right angles both to the inner and outer surface 
of the two ventricles, but because of their numbers 
and the frequency with which they anastomose 
with one another. 

Histological studies of these sponge-treated 
hearts reveal the presence of a rather large number 
of vessels which, starting in the region of the 
sponge, can be followed directly into the ven- 
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Fig. 9.—Roentgenogram of ivalon sponge in heart of 
Animal No. 435, in which the anterior descending and 
circumflex arteries were injected with Bellman-Frank mass 
distal to ameroid constriction and right coronary artery. 
(a) Intact heart showing numerous vessels leaving surface 
of coronary arteries running toward the ventricular lumen. 
Note the number of these and their tendency to palisade 
and form numerous intercoronary anastomoses. 


Fig. 9b.—Same heart unrolled. 


tricular lumen (Fig. 10). Others leave the sponge 
area and lose their arterial character to merge 
with endothelial-lined spaces lying between myo- 
cardial muscle bundles (Fig. 11) (myocardial 
sinusoids). Perhaps the most unusual character- 
istics of these hearts is the looseness of the myo- 
cardial fibre arrangement. A comparison between 
the myocardial fibre arrangement in a normal heart 


and in a sponge-treated heart is shown in Figs. 
12 and 10. 


~ 
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Fig. 10.—Low power histological section of the heart of 
Animal No. 685, showing numerous communications between 
surface of left ventricle in the region of the sponge and 
the left ventricular lumen. The sponge contains Schlesinger 
mass injected through the anterior descending coronary 
artery distal to the point of ameroid constriction. 


5. Venous sponge myocardial and _ pericardial 
anastomoses.—Retrograde injection of the coronary 
sinus with India ink showed ink in the pericardium 
and in the sponge, and where the sponge was in 
contact with the myocardium the India ink entered 
the left ventricular wall. Thus the venous tributaries 
of the coronary sinus appear to have formed con- 
nections with vascular spaces within the sponge. 


Fig. 11.—High power photomicrograph of heart of Animal 
No. 685 showing Schlesinger mass in large myocardial 
sinusoid with India ink which had previously been injected 
through the left subclavian artery. 
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Fig. 12.—Photomicrograph showing arrangement of muscle 
fibres of myocardium in normal heart. (Fig. 10 shows sponge- 
treated heart.) Observe what appears to be innumerable 
openings from the left ventricular lumen into the left 
ventricular wall. Perhaps these are enlarged Vieussens’ 
arterio-luminal vessels. 


TURNING THE HEART BACK THROUGH THE AGES 


Originally we had hoped that by placing thin 
sheets of ivalon sponge on a bared myocardium in 
direct contact with myocardial sinusoidal spaces 
on one side and the exposed vessels of the peri- 
cardium on the other, vessels would grow from 
the pericardium through the sponge into the 
myocardium when there was myocardial ischzemia. 
This apparently occurs in our animals treated by 
ivalon sponge and ameroid coronary artery con- 
strictors. However, other changes have occurred 
which seem to be associated with the sponge-like 
network being left in contact with the heart-muscle. 
Some of these changes are as follows: 

(a) Parallel rows of arterioles develop, con- 
nected with the coronary arteries and appearing 
to enter the left ventricular lumen. 

(b) Myocardial fibres loosen, so that histological 
sections give the appearance of separated muscle 
fibres and bundles somewhat similar to that seen 
in an oedematous heart. 

(c) The ivalon sponge spaces appear to re-enact 
the condition existing within the primitive heart, 
and this state seems to be conveyed to the under- 
lying myocardium, so that extracardiac coronary, 
venous and luminal vessels — both venous and 
arterial — all communicate within the interstices 
of the sponge, but not necessarily with one an- 
other. 

In order to understand what occurs after the 
myocardial sponge operation, we have reviewed 
the literature and have gone over our own data 
collected during the past 14 years concerning the 
arrangement of the various vascular channels 
within the human heart and the animal heart, and 
have been led back to an old-new concept. 


IvALON SPONGE OPERATION 


Canad. ™ 
June 15, i989, ot 80 


THE ARTERIOLES OF VIEUSSENS 


In the year 1706, Vieussens? described openings 
in the lumen of the left ventricle which disappeared 
into the left ventricular wall. He injected the left 
coronary artery with saffron dye dissolved in 
spirit, and this appeared in the left ventricle 
emerging from one of these openings. He con- 
sidered these openings in the lumen of the left 
ventricle to be direct branches of the main 
coronary artery which emptied into the lumen 
of the left ventricle. Thebesius, two years later, 
in 1708,* described openings in the walls of the 
ventricles and auricles which connected with the 
coronary veins. Since Thebesius’s communication, 
openings leading from the lumen of the heart 
chamber have been referred to as the Thebesian 
canals. A few workers attempted to confirm the 
presence of arterial luminal vessels as described 
by Vieussens and, having failed to do so, con- 
cluded that they did not exist. Thus, for many 
years, openings from the lumen of the ventricles 
have been considered to be Thebesian canals, and 
the arteriolar luminal vessels of Vieussens were 
almost completely forgotten until Wearn et al.5-* 
became interested in the vascular spaces and 
vessels within the heart wall. These brilliant 
workers outlined the coronary artery network by 
injecting a celluloidin mass into the left coronary 
artery, at the same time filling the left ventricle 
with celluloidin of a different colour. The heart 
muscle was digested away by hydrochloric acid, 
and the resultant cast showed anastomoses between 
the injected arteriolar network and the cast mass 
which had filled the left ventricle. 


Similar studies were made by injecting the 
coronary sinus. In some instances a digestive cast 
was not made but serial histological sections were 
taken instead and a wax model of various vascular 
channels was built up. 


Complete details of how Wearn reached his 
conception of the myocardial circulation are 
beyond the scope of this article. The essential 
points of his work must be mentioned because 
they are so extremely fundamental to an under- 


standing of the myocardial circulation as we at 
McGill know it. 


Commencing with arterial channels, Wearn has 
shown that there are two definite groups of vessels 
which serve as communicating channels between 
the coronary arteries and the heart chambers. The 
first of these are known as the arterial-luminal 
vessels (Fig. 13), and the second have to do with 
the arterial-sinusoidal vessels (Fig. 14). 


ARTERIO-SINUSOIDAL VESSELS AND 
MYOCARDIAL SINUSOIDS 


Arterio-sinusoidal vessels are branches of 
coronary arteries which gradually lost their 
original character through changes in their walls 
due to the loss of the media, thinning of the 
intima, and the gradual disappearance of the 
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Fig. 13.—Photograph of a wax plate reported by Wearn (8) 
which represents reconstruction of a section of a human 
left ventricular wall near the apex, in which is shown the 
common opening (CO) through which_ serial ‘“arterio- 
luminal’ vessels and myocardial sinusoids open into the 
lumen of the ventricle. Several intertrabecular spaces (IS) 
are shown. The wax has been dissected away to show the 
arteries Al, A3 and A4 which communicate with the 
cavity through the common openings. 


adventitia. Such a vessel breaks up into channels 
whose lumina are very irregular, and named by 
Wearn myocardial sinusoids (Fig. 15). The walls 
of these channels are very thin, made up of endo- 
thelium reinforced by a minimum amount of sub- 
endothelial connective tissue. The diameters of 
these channels may vary from 50 to 250 microns. 
The characteristics of these vessels are identical 
with those of sinusoids as described by Minot in 
1900.° Thin walls lie in close contact with the 
heart muscle, running between bundles of muscle 
fibres and, at times, between the fibres themselves. 
The myocardial sinusoids run a meandering course, 
anastomosing very freely with one another, and 
not infrequently with the capillaries and, please 
note, open into the lumen of the ventricle either 
directly or through a common opening. When 
closed and empty, the myocardial sinusoids may 
resemble closely, and are easily mistaken for, 
strands of fibrous tissue. Wearn states that “the 
similarity of the walls of the myocardial sinusoids 
to those of capillaries, and the somewhat similar 
distribution between and in close contact with 
muscle bundles and muscle fibres, would indicate 
that the myocardial sinusoids play a definite role 
in supplying parts of the heart with blood.” 


~ 
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Fig. 14.—Top: Photograph of a wax plate reconstruction 
of the  arterio-sinusoidal vessels and the myocardial 
sinusoids (Wearn, 8). Al is an artery; AS1 is a branch of 
the artery which empties directly into the common opening 
(CO) which is an inpouching of the endocardium of the 
left ventricle. End. is endocardium; MS is myocardial 
sinusoid. CO is common opening; AS is arterio-sinusoidal 
vessel; A is artery; OMS is opening of a myocardial 
sinusoid into the lumen of the ventricle. Bottom: A photo- 
graph of one of the serial sections from which the wax 
model was reconstructed. 





Before proceeding further, it should be pointed 
out that the myocardial sinusoids were described 
as existing in animal hearts by Wearn in 1933, 
but their existence has been denied by most 
workers until, at McGill in 1945, Vineberg reported 
implanting the left internal mammary artery into 
the wall of the left ventricle with either the end 
of the artery or intercostal branches open and 
bleeding freely into the myocardial tunnel through 
which the internal mammary artery had been 
drawn. Much to everyone's surprise, the implanted 
artery not only remained open but sent out 
branches which anastomosed with those of the 
surrounding coronary vessels. Further, it was 
pointed out by the late Lyman Duff, and con- 
firmed by MacMillan, that in no instance — either 
in animal or in human hearts examined within 
three weeks after internal mammary artery im- 
plantation—was there ever any evidence of a myo- 
cardial haematoma. 

In searching for an explanation why: (i) an 
implanted internal mammary artery remained open 
after implantation into a left ventricular tunnel, 
and (ii) there was no evidence of a myocardial 
hzematoma, we discovered the work of Wearn and 
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Fig. 15.—Top: Reproduction of photomicrograph published 
by Wearn (8) in 1933. Al is an artery which is shown 
branching into AS1. This branch AS1 divides into myocardial 
sinusoids, MS, which empty into the common opening, CO, 
at OMS1. Right lower corner: Shows a section of the 
arterio-sinusoid vessel, AS1, and the wall of the artery, 
Al, from which it arises as shown. Left bottom: Shows 
opening of myocardial sinusoids into common opening. 


his associates. Now, after studies on at least 400 
internal mammary artery-implantations in animals, 
and well over 100 human cases, it is clear that 
the artery remains open and no myocardial hzema- 
tomas are formed for the reason that the myocardial 
sinusoidal spaces are broken into in great numbers 
at the time that the intra-myocardial tunnel is 
prepared to receive the implant. 


One of the best sets of photomicrographs illus- 
trating these points is to be seen in the sections 
made from the heart of a human patient who died 
82 hours after internal mammary artery implanta- 
tion from a fresh coronary artery occlusion. At 
autopsy, the internal mammary artery was injected 
with India ink which flowed down the artery 
into the myocardium through the side hole in the 
wall of the implanted internal mammary artery, 
and into a space around it, and from there it was 
found in surrounding arterioles, capillaries, and 
even in what has been described as a myocardial 
sinusoidal space (Figs. 16a, 16b and 16c). 


ARTERIO-LUMINAL VESSELS 


The second type of vessel communicating 
between the coronary arteries and the ventricular 
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Fig. 16.—Photomicrographs of the heart of a patient who 
died 82 hours after internal mammary implantation and 
in whom the internal mammary artery was injected with 
India ink at autopsy. Fig. 16a shows space around opening in 
internal mammary artery lying in myocardial tunnel which 
contains India ink, and no evidence of hematoma. 


Fig. 16b.—Section showing India ink in arterioles and 
capillaries. 


Fig. 16c.—Section showing India ink in myocardio- 


sinusoidal spaces. 


lumen, and observed by Wearn, runs much more 
directly from the coronary arteries to the lumen 
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of the ventricle, and the walls of these vessels are 
thicker than those of the arterio-sinusoidal vessels 
and retain their thickness at the point of entrance 
of the vessels into the heart cavity, averaging 
0.2 mm. to 1.0 mm. in diameter. They appear in 
the atria and ventricles but are more numerous 
in the latter. They usually arise from the main 
trunks of the coronary arteries during their course 
towards the apex of the heart. Many of the deeper 
branches of these arteries lying near the endo- 
cardium also give off frequent branches. As many as 
8 to 10 of this type of arterio-luminal communicat- 
ing branch were frequently seen following the 
course of the anterior branch of the left coronary 
artery from the base to the apex, and several 
openings were visually found near the apex of 
the ventricle. In one human specimen in which 
both ventricles were injected, communicating 
vessels passed from the left anterior coronary artery 
to both ventricular chambers. Some six to eight 
vessels were found with great regularity in the 
upper two-thirds of the antero-lateral surface of 
the right ventricle. These have not been demon- 
strated with as great frequency on the posterior 
surface of the heart but, in one well-injected 
specimen, there were six arteries seen entering 
the right ventricle posteriorly. Many of these 
vessels terminated not only on the surface of the 
columnz arcuate but on the intercolumnar spaces 
as well. 


Most of the arterio-luminal vessels ran a direct 
short course from the coronary artery to the heart 
cavity. However, some of these vessels gave off 
branches which broke up into capillaries. 


Thus Wearn settled the long controversy started 
by Vieussens in 1706 and proved that there are 
definite arterio-luminal vessels which have no con- 
nection with the venous system or, for that matter, 
with the vessels described by Thebesius in 1708. 
Further, he showed that the arterio-luminal, the 
myocardial-sinusoidal, and the Thebesian vessels 
each reach the lumen of the ventricle through 
a separate opening. However, all three of these 
vessels frequently open into a common opening 
located at the heart cavity. 

The ivalon sponge operation appears to have 
greatly increased the frequency and size of the 
arterio-luminal vessels, creating dozens of large- 
sized arterioles which dip directly into the left 
ventricular cavity from which, theoretically, blood 
could be siphoned back into the arteriolar network 
by the pumping action of the heart muscle (Fig. 
17). 

It is conceivable that as the heart muscle con- 
tracts it squeezes the blood out of the numerous 
arterio-luminal, arterio-sinusoidal and myocardio- 
sinusoidal vessels through the capillaries to the 
veins. During diastole there is a large empty 
system of vessels in communication -with the 
lumen of the ventricle, so that blood is siphoned 
from the ventricular cavity into the heart wall. 


~ 
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theoretical mechanism of endo-cardiac nutrition 
after tvalon sponge operation: 


B.ventriculor 









Cc ventricular cular the lumen into the empty =f : 
diastole: orterio-luminal and 
—- myecor 


palisading 
orterio-luminal 
vessels 


Fig. 17.—Drawing showing the arrangement of arterio- 
luminal, arterio-sinusoidal and myocardio-sinusoidal vessels, 
in particular their connection with the ventricular lumen. 
It is postulated that during left ventricular contraction 
blood is squeezed out of these vessels through the capil- 
laries, leaving a large network of vessels comparatively 
empty and in contact with the left ventricular lumen during 
diastole, permitting siphoning of blood into the heart wall. 


A careful examination of x-ray studies and histo- 
logical sections of sponge-treated animal hearts in- 
dicates that, in addition to the development of the 
vessels of Vieussens, the myocardio-sinusoidal 
spaces have increased in size and number, sug- 
gesting that they too through their openings into 
the heart cavity may siphon blood back into the 
heart in the presence of proximally constricted 
and blocked coronary arteries. 


Thus, it would appear from the present experi- 
mental evidence that, when the epicardium of the 
left ventricle is removed and a thin layer of ivalon 
sponge placed directly upon the bared myocardial 
muscle, blood vessels from the fibrous pericardium 
grow through the sponge into the heart muscle. 
Further, there is evidence to suggest that in some 
way, somehow, in addition to affording a scaffold- 
ing for blood vessel growth from outside into the 
heart muscle, the ivalon sponge tends to open up 
long-forgotten arterio-luminal and perhaps myo- 
cardio-sinusoidal luminal vessels. In this way a 
heart treated with ivalon sponge may theoretically 
receive its nutrition both from outside and from 
inside the ventricular chamber. The size and fre- 
quency of these openings from the ventricular 
lumen into the heart wall makes one wonder 
whether these hearts have actually changed into 
a 400 million year old prehistoric type of heart 
which lives without coronary arteries and receives 
its nutrition from the heart chambers. 


ADDENDUM 


A total of 14 cases of coronary artery insufficiency 
have undergone an ivalon sponge operation, eight of these 
with ivalon sponge alone and six in combination with 
internal mammary artery implantation. Four patients had 
severe left ventricular failure with enlargement, and all 
have done well with the sponge operation alone. In 
the group there were four patients over 60 years of age 
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who had the sponge operation only. Details of the clinical 
results are now "aun compil There has been no 
mortality in this group of poor-risk patients. The ivalon 
sponge patients were out of bed on the fifth post- 
—* day, and at home within two to three weeks. 
The majority of these patients are now free from pain 
and seem to be improving every day. 


Figures 13, 14 and 15 are reproduced by the kind 
=" of Dr. J. T. Wearn and the American Heart 
ournal. 
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A COMPARISON OF THE CEPHALIN- 
CHOLESTEROL FLOCCULATION 
AND THYMOL TURBIDITY TESTS 
IN PATIENTS WITH PORTAL 
CIRRHOSIS* 


O. K. LITHERLAND, M.D., B.Ch. and 
A. BOGOCH, M.D., Vancouver, B.C. 


THE CEPHALIN-CHOLESTERGL flocculation and thymol 
turbidity tests reflect derangements in the serum 
proteins. These non-specific tests may be useful 
aids in the recognition or assessment of hepatic 
disease and in differentiating jaundice due to 
hepatic and post-hepatic causes. 


In order to assess the relative value of the 
cephalin-cholesterol flocculation and thymol tur- 
bidity tests by comparing the normal, borderline 
and abnormal ranges of each test in patients with 
portal cirrhosis, the results of determinations per- 
formed on the same sample of blood in 64 cases 
have been analyzed. 


MATERIAL AND METHODS 


Clinical, laboratory and histological data in 64 
white men with portal cirrhosis were studied. The 
diagnosis was established at autopsy in 39 cases and 
by needle biopsy in six cases. In the remaining 
19 patients, the clinical and biochemical configu- 
ration left little or no doubt as to the diagnosis of 
portal cirrhosis. 


*From the Departnient of Medicine, Shaughnessy Hospital, 
and the Department of Medicine, University of British 
Columbia, Vancouver, B.C. 
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RESUME 


Dans sa recherche pour combattre l’ischémie du myo- 
carde, l’auteur a songé a recréer l’anatomie primitive des 
poissons des temps préhistoriques. Les artéres coronaires 
n’avaient alors pas encore fait leur apparition et le myo- 
carde était nourri directement du sang circulant dans le 
ventricule par l’entremise d’un réseau de pertuis. Aprés 
avoir expérimenté l’usage de différentes substances spon- 
gieuses comme le corail, les éponges marines et les éponges 
siliceuses sans grand succés, il adopta l’emploi de tranches 
d’éponge d’Ivalon appliquées a la surface du ventricule 

auche. L’ischémie du myocarde fut artificiellement pro- 
Saino par une technique décrite antérieurement dans ces 
pages (numéro du 15 avril, 1958). Chez les chiens qui 
survécurent trois mois ou plus, l’examen histologique du 
coeur montra, dans certains cas, le développement d’une 
circulation extra-coronarienne suffisamment riche pour 
corriger l’ischémie du ventricule gauche. Ces constatations 
furent confirmées par l’injection de substance opaque aux 
rayons X ainsi que d’encre de Chiné dans la cavité ventri- 
culaire, que l’on retrouva ensuite dans la masse méme du 
myocarde aprés avoir pénétré par les interstices de la 
ieee spongieuse. On présente un rappel de l’anatomie 
des vaisseaux 7 Vieussens et de Thébésius ainsi que des 
travaux de Wearn. Lorsqu’elles sont appliquées a la 
surface externe du muscle cardiaque, les éponges peuvent 
également servir de pont vasculaire entre le péricarde et 
le myocarde. 


These patients ranged in age from 32 to 87 years, 
averaging 63 years. The only other demonstrable 
condition which might have influenced the results 
of these tests was diabetes mellitus in ten patients, 
who had fasting blood sugar levels above 120 
mg. %. Five of these patients received insulin at 
one time or another during the course of their 
illness. 


TABLE I.—No. or C.C.F. ano T.T. Tests PERrorMED 
WHEN SeErRvuM BILIRUBIN LEVELS WERE: 


Over 1.0 mg. % 1.0 mg. % or less 
Tests Patients Patients 


18 19 





—_ 
SRomI SH RwrH 
mee DD Re COT 


The normal range of the thymol turbidity test? 
is considered to be 0 to 4.6 units. In the healthy 
subjects studied by Zieve and Hill,’ a transition 
zone up to 8 units was found. This has also been 
the experience at this hospital, where minor eleva- 
tions above 4.6 units are not uncommonly encoun- 
tered. Values over 8 units are significant. 

The normal value of the cephalin-cholesterol 
flocculation test (48 hrs. )* is considered to be 0 to 
plus 1. Values of plus 2 may be difficult to evaluate 
but are considered to be abnormal. Cephalin- 
cholesterol flocculation values of plus 3 and plus 4 
are significant. 








Canad. M. A. J. 
June 15, 1959, vol. 80 


TABLE II.—No. or C.C.F. anp T.T. Tests PERFoRMED AT 


Various SERUM BILIRUBIN LEVELS 
No. of tests 


Serum bilirubin 


~ 
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TABLE IV.—No. or VA.LuEs at Eacn Lower RANGE OF 
C.C.F. anp T.T. In PATIENTS WITH SERUM BILIRUBIN LEVELS 
Over 1.0 ma. % 











mg. % performed Test Range No. of values 
Less than 1 73 C.C.F. 0 to plus 1 31 
1- 2 82 0 to plus 2 bt 
2- 3 34 Tee, * 0 to 4.6 units 21 
3- 4 23 0 to 8 units 58 
4- 5 8 
5- 6 7 
- : : The number of values at each lower range of the 
8- 9 2 cephalin cholestero] flocculation and thymol tur- 
a. 7 ; bidity tests are listed in Table IV. 
12-18 1 To determine which test is the more sensitive, 
7: i? : the number of values of each test in the normal 
20 - 21 ‘ and borderline range have been compared. These 
22 - 23 1 are listed in Table V. 
25 - 26 1 
28 - 29 1 
= . Pe : TABLE V.—Comparison or C.C.F. anv T.T. TEstTs IN THE 


Because the flocculation and turbidity tests are 
used as aids in differentiating hepatic from post- 
hepatic jaundice, the results were analyzed in two 
groups, i.e. when the serum bilirubin level’ was 
over 1.0 mg. %, and when the serum bilirubin was 
1.0 mg. % or less. In 47 patients, 167 tests were 
performed when the serum bilirubin was over 
1.0 mg. %. In 36 patients 81 tests were performed 
when the serum bilirubin levels were 1.0 mg. % 
or less. 


The number of tests performed per patient is 
noted in Table I. 


The number of flocculation and turbidity tests 


performed at each level of serum bilirubin are 
recorded in Table II. 


RESULTS 


(a) A comparison of the cephalin-cholesterol 
flocculation and thymol turbidity tests in 47 patients 
(167 tests) when the serum bilirubin level was 
above 1.0 mg. % is shown in Fig. 1. In this figure 
the values of thymol turbidity are plotted against 
the corresponding levels of cephalin-cholesterol 
flocculation. 


The average value of thymol turbidity was calcu- 
lated at each level of cephalin-cholesterol floccula- 
tion. Table III and Fig. 1 show that there is no 
evident correlation between the levels of these two 
tests, except that the highest levels of thymol 
turbidity occur when the cephalin-cholesterol floc- 
culation test is most abnormal (plus 4). 


TABLE III.—Comparison or AVERAGE THYMOL TURBIDITY 
AT Eacu LEVEL or CEPHALIN-CHOLESTEROL FLOCCULATION: 
167 Tests (47 PaTrEents) 








Average T.T. 
C.C.F.T. units 
0 7.4 = 
plus 1 10.8 
plus 2 9.3 
plus 3 12.6 
plus 4 20.3 


NORMAL AND BORDERLINE RANGES 


: No. of tests 





C.C.F. T.T. units CCF .fT.T. 
0 to plus 1 0 to 4.6 31/21 

0 to 8 31/58 
0 to plus 2 0 to 4.6 64/21 

0 to 8 64/58 


It would appear therefore that if the upper limit 
of the cephalin-cholesterol flocculation test is taken 
as either plus 1 or plus 2, and the upper limit of 
thymol turbidity as 4.6 units, the thymol turbidity 
test is more likely to be abnormal. The same is true 
when the upper limit of cephalin-cholesterol floc- 
culation is taken as plus 2 and the thymol turbidity 
as 8 units. The cephalin-cholesterol flocculation test 
more often gives abnormal results when its upper 
limit is taken as plus 1 and the upper limit of 
thymol turbidity is taken as 8 units. 

(b) A comparison of the cephalin-cholesterol 
flocculation and the thymol turbidity test in 36 pa- 
tients (81 tests) when the serum bilirubin level was 
1.0 mg. % or less is shown in Fig. 2. In this figure 
the values of thymol turbidity are plotted against 
the corresponding levels of cephalin-cholesterol 
flocculation. 


TABLE VI.—Comparison or AVERAGE T.T. at Eacu 
LEVEL OF CEPHALIN-CHOLESTEROL FLOCCULATION: 
81 Tests (36 PaTIENTs) 


C.C.F. T.T. units 
0 6.0 
plus 1 8.0 
plus 2 10.6 
plus 3 11.4 
plus 4 9.1 


TABLE VII.—No«eor VatuEs at Eacn Lower RANGE OF 
C.C.F. anp T.T. In PaTIENTs wiTH SERUM BILIRUBIN LEVELS 
oF 1.0 ma. % or LEss ‘ 





Test Range No. of values 
C.C.F. 0 to plus 1 48 

0 to plus 2 66 
teas 0 to 4.6 19 

0 to 8 51 
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THYMOL TURBIDITY (UNITS) 


7 ————-- 
2+ 


CEPHALIN- CHOLESTEROL FLOCCULATION TEST 


Fig. 1.—A comparison of 167 thymol turbidity and cephalin-cholesterol 
flocculation tests performed simultaneously in 47 patients with portal cirrhosis 


when the serum bilirubin was over 1.0 mg. %. 


The average value of thymol turbidity was calcu- 
lated at each level of cephalin-cholesterol floc- 
culation, Table VI shows that there is a linear cor- 
relation between the average thymol turbidity level 
and the level of cephalin-cholesterol flocculation up 
to and including plus 3 flocculation. No comparison 
can be drawn when the cephalin-cholestero] floc- 
culation is plus 4, as there is only one reading of 
thymol turbidity. 


TABLE VIII.—Comparison or C.C.F. anv T.T. Tests 1N 
THE NORMAL AND BORDERLINE RANGES 


No. of tests 
CCF ./T.T. 
48/19 
48/51 
66/19 
66,51 


CCF. 
0 to plus 1 


T.T. units 


0 to plus 2 
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The number of values at each 
lower range of the cephalin- 
cholesterol flocculation and 
thymol turbidity tests is listed 
in Table VII. 


To determine which test is 
the more sensitive the number 
of values of each test in the 
normal and borderline ranges 
have been compared. These are 
noted in Table VIII. 


It would appear therefore 
that if the upper limit of the 
cephalin-cholesterol flocculation 
test is taken as either plus 1 
or plus 2, and the upper limit 
of thymol turbidity as 4.6 units, 
the thymol turbidity is more 
likely to be abnormal. The same 
is true when the upper limit of 
cephalin-cholesterol flocculation 
is taken as plus 2 and the 
thymol turbidity as 8 units. 
When an upper limit of thymol 
turbidity is taken as 8 units and 
cephalin-cholesterol flocculation 
as plus 1, both tests are equally 
liable to give abnormal results. 

(c) The possibility of a cor- 
relation between levels of serum 
bilirubin and values of thymol 
turbidity and cephalin-chol- 
esterol flocculation was con- 
sidered. No relationship could 
be demonstrated. 


DISCUSSION 


The cephalin-cholesterol floc- 
culation and thymol turbidity 
tests are frequently used in the 
assessment of patients with 
cirrhosis of the liver. It is 
recognized that different factors 
are involved in each test.’ ° 
Cephalin-cholesterol flocculation results from 
qualitative changes in serum albumin that reduce 
its flocculation-inhibiting property, or it may result 
from a reduction of alpha-globulin which may 
also inhibit flocculation. A positive thymol turbidity 
is related to an increase in gamma globulin, beta 
globulin and lipoproteins, or in serum lipids. 


TABLE IX. 
(after Zieve and Hill) 


Thymol turbidity units 


C.C.F. 48 hours cases Mean 





5.0 
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The normal limits for the two 
tests were evaluated in 714 
healthy men by Zieve and Hill.* 
They found the normal thymol 
turbidity to be 3.1+1.5 units’ « 
and concluded that 5 to 8 units 
was “questionably abnormal” 
and over 8 units “definitely ab- 
normal”. They also determined 
the percentage incidence of 
cephalin-cholesterol flocculation 
readings of 0 to +1, and found 
that 99.6% of normal subjects 
had a 0 to +1 reading at 48 
hours. 

Zieve and Hill’ performed 
cephalin-cholesterol flocculation 
and thymol turbidity _ tests 
simultaneously in 40 patients 
with cirrhosis of the _ liver, 
nearly all of whom had Len- 
necs or fatty cirrhosis. The 
mean total serum bilirubin level 
in their patients was 2.0 mg. %. 
Their findings are tabulated in 
Table IX. 

The thymol turbidity levels 
were strikingly elevated when 
the cephalin-cholesterol  floc- 
culation test was plus 4. How- 
ever, in 10 patients the mean 
thymol turbidity level was only 


THYMOL TURBIDITY (UNITS ) 


cholesterol flocculation test was 
plus 3. 

The percentage incidence of abnormal values of 
the cephalin-cholesterol flocculation and thymol 
turbidity tests in the present study is summarized 
in Table X. 


CEPHALIN-CHOLESTEROL FLOCCULATION TEST 


Table X shows that of the 167 tests performed 
in 47 patients with serum bilirubin levels over 


TABLE X.—PERCENTAGE INCIDENCE OF ABNORMAL VALUES 
oF C.C.F. anp T.T. TEests 





~ Serum 
bilirubin CCF. T.T. over 8 units 
Over 1 mg. % 2 to 4 plus 


81% of tests 

(81% of patients) * 
3 to 4 plus 

58% of tests 

(72% of patients) 


167 tests 
(47 patients) 


67% of tests 
(79% of patients)* 


1 mg. % 
or less 2 to 4 plus 
38% of tests 
81 tests (69% of patients)* 36% of tests 


(36 patients) 8 to 4 plus (47% of patients) * 
16% of tests 


(25% of patients) * 


*Percentage values given for patients in this table refer to 
the thymol turbidity test being over 8 units and the cephalin- 
cholesterol flocculation 2 to 4, or 3 to 4 plus, on one or more 
occasions but not necessarily each time the test was performed. 


© 


~ 
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CEPHALIN-CHOLESTEROL FLOCCULATION TEST 
6.3 units when the cephalin- Fig. 2.—-A comparison of 81 thymol turbidity and cephalin-cholesterol 


flocculation tests performed simultaneously in 36 patients with portal cirrhosis 
when the serum bilirubin was 1.0 


mg. % or less. 


1.0 mg. %, cephalin-cholesterol] flocculation values 
of 2 to 4 plus occurred in 81% of tests, and values 
of 3 to 4 plus in 58% of tests. Two to 4 plus floc- 
culation occurred in 81% of patients, and 3 to 4 
plus in 72% on one or more occasions. Thus levels 
below 2 plus occurred in 19% of tests, and below 3 
plus in 42% of tests (19% and 28% of patients 
respectively on one or more occasions ). 

In 38 patients with serum bilirubin levels of 
1.0 mg. % or less, 38% of the 81 cephalin-choles- 
terol flocculation values were 2 to 4 plus and 16% 
were 3 to 4 plus. This value was 2 to 4 plus in 
69% of patients and 3 to 4 plus in 25% on one or 
more occasions. Thus levels below 2 plus occurred 
in 62% of tests and below 3 plus in 84% of tests 
(31 and 75% of patients respectively on one or 
more occasions ). 

As many as 48% of all the patients had cephalin- 
cholesterol flocculation values below plus 2 on at 
least one occasion. Our findings are similar to 
those reported by Zieve and Hill.’ 


THYMOL TuRBIDITY TEST 


Sixty-seven per cent of the 167 values determined 
in the 47 patients with serum bilirubin levels over 
1.0 mg. % were over 8 units. Values over 8 units 





962 LiITHERLAND AND BococH: LIvER FUNCTION TESTS IN CIRRHOSIS 


occurred in 79% of the patients on one or more 
occasions. Thirty-six per cent of the 81 values 
determined in 36 patients when the serum bilirubin 
level was 1.0 mg. % or less were over 8 units. 
Values over 8 units occurred in 47% of the patients 
at least once. 

__ Fifty per cent of all patients had thymol turbidity 
readings below 8 units on one or more occasions. 
~ When the serum bilirubin level was over 1 mg. % 
the cephalin-cholesterol flocculation value was as 
frequently plus 2 to 4 as the thymol turbidity test 
was over 8 units. When the serum bilirubin level 
was 1 mg. % or less, cephalin-cholesterol floccu- 
lation was also as frequently plus 2 to 4 as the 
thymo] turbidity test was over 8 units. 

Analysis of these cases revealed 12 instances in 
which one of the values was usually abnormal 
while the other was not. Since either test may be 
of value in the individual case, it is considered 
that one should not be performed in preference 
to the other. 


SUMMARY AND CONCLUSIONS 


Cephalin-cholesterol flocculation and thymol tur- 
bidity tests were performed on the same sample of 
blood in 64 patients with portal cirrhosis. In 47 patients, 
167 tests were performed when the serum bilirubin 
was over 1.0 mg. % and in 36 patients, 81 tests were 
performed when the serum bilirubin was 1.0 mg. % 
or less. 

(a) When the serum bilirubin was over 1.0 mg. %: 

The cephalin-cholesterol flocculation test was 2 to 
4 plus in 81% of the tests, and 3 or 4 plus in 58% of the 
tests (81% and 72% of patients respectively, on one 
or more occasions). 

The thymol turbidity test was over 8 units in 67% 
of the tests (79% of the patients on one or more 
occasions). 

When the upper limits pf cephalin-cholesterol floc- 
culation and thymol turbidity were taken as plus 1 and 
8 units respectively, the cephalin-cholesterol floccula- 
tion test was slightly more often abnormal. On the 
other hand, when the upper normal limit of the 
cephalin-cholesterol flocculation test was taken as plus 
2 and the upper normal limit of thymol turbidity as 8 
units, both values were nearly equally abnormal. 

There was no evident correlation between the levels 
of these two tests, except that the highest levels of 
thymol turbidity occurred when cephalin-cholesterol 
flocculation was most abnormal (4 plus). 

(b) When the serum bilirubin level was 1.0 mg. % 
or less: 

The cephalin-cholesterol flocculation value was 2 to 
4 plus in 38% of the tests, and 3 or 4 plus in 16% of 
the tests (69% and 25% of the patients respectively, 
on one or more occasions). 

The thymol turbidity test was over 8 units in 36% 
of the tests (47% of the patients at least once). 

When the upper limits of cephalin-cholesterol 
flocculation and thymol turbidity were taken as plus 
1 and 8 units respectively, both tests were almost 
equally abnormal. However, when the upper normal 
limit of cephalin-cholesterol flocculation was taken 
as plus 2 and the upper normal limit of thymol turbidity 
as 8 units, the latter test was much more often 
abnormal. 
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There is a linear correlation between the average 
thymol turbidity and cephalin-cholesterol flocculation 
levels up to and including plus 3 flocculation. Insuffi- 
cient data were available to compare the tests when 
the cephalin-cholesterol flocculation was plus 4. 

(c) Forty-eight and 50% of patients had normal 
cephalin-cholesterol flocculation and thymol turbidity 
tests respectively on one or more occasions. It is con- 
sidered that neither of these non-specific tests is to 
be preferred. In the assessment of the patient with 
cirrhosis, it may be advantageous to perform both of 
them. : 

(d) No relationship could be demonstrated between 
the levels of serum bilirubin and values of thymol 


turbidity or cephalin-cholesterol flocculation. 


The authors gratefully acknowledge the advice given 
by Dr. M. M. Baird. 


REFERENCES 


. RECANT, L., CHARGAFF, E. AND HANGER, F. M.: Proc. 
Soc. Exper. Biol. & Med., 60: 245, 1945. 

. MACLAGAN, N. F.: Nature, 154: 670, 1944. 

. ZIEVE, L. AND HILL, E.: Gastroenterology, 28: 766, 1955. 

. HANGER, F. M.: J. Clin. Invest., 18: 261, 1939. 

. MaLLoy, H. T. AND EVELYN, K. A.: J. Biol. Chem., 
119: 481, 1937. 

. Poprer, H. P. AND SCHAFFNER, F.: Liver: structure and 
function, IcGraw-Hill Book Company, Inc., New 
York, 1957. 

. ZIEVE, L. AND HILL, E.: Gastroenterology, 28: 785, 1955. 


RESUME 


Dans l’évaluation de l’insuffisance hépatique, les auteurs 
ont cherché a établir une relation entre les résultats de la 
floculation de la céphaline cholestérol et ceux de la 
turbidité du thymol. Ils pratiquérent ces épreuves chez 
une série de cirrhotiques divisée en deux groupes selon que 
le taux de la bilirubine sélevait jusqu’a 1 mg., ou 
dépassait cette limite. Pour que les deux épreuves montrent 
une certaine équivalence il fallut fixer la limite de la 
normale pour la turbidité du thymol 4 1 plus (+) dans 
le ——— groupe de malades, et 4 2 plus (++) dans 
le deuxiéme groupe, tout en conservant 4 8 unités la limite 
supérieure de la normale dans la floculation de la céphaline 
cholestérol. Si l’on ne s’en était tenu qu’a l'une ou a l’autre 
des deux valeurs dans la turbidité du thymol il en aurait 
résulté un déséquilibre d’interprétation. 

On observa une certaine corrélation linéaire entre les 
résultats des deux épreuves chez les malades du premier 
groupe; par contre on n’en constata aucune chez ceux du 
second groupe si ce n’est que les taux les plus élevés de 
turbidité du thymol se virent dans les cas ot la floculation 
de la céphaline cholestérol était la plus anormale. 

Un résultat normal dans l'une ou Ilautre épreuve fut 
obtenu au moins une fois chez environ la moitié de ces 
malades au cours de la durée de cette expérience. Les 
auteurs ne purent établir de corrélation entre ces résultats 
et le niveau de la bilirubine du sérum. IIs _n/’affichent 
aucune préférence pour lun ou I’autre de ces tests et 
recommandent de pratiquer les deux genres de détermina- 
tion dans les cas de cirrhose. 


ROLE OF THE INDUSTRIAL PHYSICIAN 


“It is often argued that a firm has not sufficient work to 
employ a doctor fully or substantially part time. This 
attitude derives from a focus on accidents and sickness and 
without regard to prevention. I venture to submit that the 
most important item is to assure that the doctor has free 
time—time to think, study, review, and apply his experience 
a in the surgery and on the plant. Only thus can he 
10pe to diminish the number of patients and so have 
adequate time for proper investigation of each case, the 
basis of which is time to listen attentively and observe 
carefully. And let us recognize that the emergency treat- 
ment of casualties and occupational diseases is relatively 
unimportant, compared with the detection of minor devia- 
tions from health of body and the mental effects of stress 
not only in individuals but in the group, in which no 
demarcation can be made between the influence of work 
and 1 eemamellaa Meiklejohn, Brit. J. Indust. Med., 
16: 1, 1959. 
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THE USE OF INTRAVENOUS 
METHYLPHENIDATE (RITALIN)* 
IN PSYCHIATRIC INTERVIEWING{ 


A. B. KERENYI, M.D.,} 
E. K. KORANYI, M.D.f and 
G. J. SARWER-FONER, M.D.,§ Montreal 


THERE ARE a great number of favourable re- 
ports” * § on the use of various disinhibiting agents, 
abreagents and stimulants in psychiatric interviews. 
Intravenously administered amobarbital sodium, 
thiopental sodium, methamphetamine (Desoxyn) 
and various combinations of these and other drugs 
are well known as adjuvants in psychotherapy. In 
spite of all this, the use of these drugs in inter- 
viewing has always been essentially. limited to 
hospital settings in view of the frequent occur- 
rence of very disturbing and sometimes dangerous 
side effects. Tremor, palpitation, tachycardia, 
hyperactivity, over-talkativeness and insomnia in 
response to intravenous methamphetamine, pro- 
longed drowsiness or sleep, agitation, fall in blood 
pressure, shallow respiration, and even respiratory 
arrest and coma in response to intravenous amo- 
barbital or thiopental are not infrequently en- 
countered, 

The fact that psychoanalytically trained, or even 
oriented, psychiatrists tend to avoid the use of 
abreactive or stimulant drugs in interview situa- 
tions is well known. One of the authors of. this 
paper (G.J.S.-F.) strongly shares this point of view. 
It is nevertheless true that these techniques are 
often used by nonanalytically trained psychi- 
atrists, and it follows that the patient-physician 
relationship is channelled into the modalities of 
this treatment. Since many patients benefit from 
treatment in the hands of physicians using these 
techniques, it can only be assumed that, in their 
hands, this technique produces symptomatic relief 
in some patients at least. Psychoanalytically trained 
workers prefer to ‘use a psychotherapeutic tech- 
nique in which it is left to the patient to spon- 
taneously produce the material, as he is able to, 
without organic adjuvants. 

Even for those psychiatrists who would tend to 
use stimulant drugs in office practice, the above- 
mentioned side effects and hazards may have 
prohibited the use of these drugs. To test this 
hypothesis, we undertook a questionnaire survey 
of 25 qualified psychiatrists in the Montreal area. 
The questions were: 

1. Do you use, in your office practice, intraven- 
ous amobarbital, thiopental, methamphetamine or 


*Ritalin was supplied through the courtesy of Dr. C. W. 
areey Medical Adviser, Ciba Company Ltd., Montreal, 
anada. 

+From the Department of Psychiatry, Jewish General Hos- 
pital, Montreal. 

¢Voluntary Assistant to Out-Patient Department, pentane 
of Psychiatry, Jewish General Hospital, Montrea 

{Assistant to Out-Patient Department, Samatteaane of Psy- 
chiatry, Jewish General Hospital, Montreal. 

§ Assistant Psychiatrist, Jewish General Hospital; Lecturer 
in eee McGill University Faculty of Medicine, Mont- 
real, 
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other similar drugs, in the psychiatric interview? 

2. If so, in what types of cases? 

3. If drugs are not used, state your reasons. 

Our findings were as follows: 

1. None of the 25 psychiatrists uses these drugs 
in office practice: 

2. As a reason for this, 12 of the 25 psychiatrists 
questioned stated that there is “no need”, or “no 
indication for these adjuvants” or that they are 
“of no use”, while the remaining 12 specialists felt 
that in selected cases they would use them in a 
hospital setting, but not in office practice in view 
of the dangers and side effects, especially the pos- 
sibility of acting-out and agitated behaviour. This 
group concluded that the benefit of these drugs was 
not comparable with the risks involved. 

Of the 25 psychiatrists, 13 were psychoanalysts 
or closely associated with psychoanalysis, and 12 
were “general psychiatrists” not closely associated 
with psychoanalysis. The orientation of our sample 
is fairly well reflected in a breakdown of the re- 
sponses: 8 (61%) of the 13 analytically oriented 
psychiatrists saw no indication for the use of drugs, 
while only 4 (33%) of the 12 nonanalytically 
oriented ones felt no need for such adjuvants in 
interview. 

The significant findings were that (1) all these 
well-known disinhibitants, abreagents and stimu- 
lants made no impact at all on the office practice 
of psychiatry, and that (2) 52% of our sample 
emphasized the need for a safe drug with dis- 
inhibiting or stimulating properties but without 
disturbing side effects, which could be applied in 
selected cases of interviewing in office practice. 

Ritalin (methylphenidate hydrochloride) seems 
to satisfy these criteria since it has been available 
in parenteral form. Freed! in 1958 reported on its 
use intravenously as a diagnostic adjuvant in 
psychiatry and at the same time, Hartert and 
Browne-Mayers? published a report on the diag- 
nostic and therapeutic use of intravenous methyl- 
phenidate in alcoholism. Waggoner’? used it in- 
tramuscularly to facilitate psychiatric interviews. 
He found that 20 mg. of methylphenidate intra- 
muscularly given 15 or 20 minutes before the 
interview helped the patients to talk with con- 
siderably greater ease and they were able to bring 
out problems of severe emotional conflict, so that 
on many occasions it has been possible for these 
to be resolved more quickly than would have 
otherwise been the case. 

Parallel to these studies, in 1957 one of us 
(A.B.K.) made some accidental observations on 
depressed patients given 20 mg. methylphenidate 
intravenously as a mood stimulant. In response 
to the injection, most of our patients showed facili- 
tation of verbalization, production of hitherto with- 
held material and push of speech, with various 
degrees of affective abreaction. Because of these 
observations, a research project was devised for 
the systematic investigation of the use of intra- 
venous methylphenidate in psychiatric interviews 
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in diagnosis and in treatment, and of the physio- 
logical and psychological responses to the drug and 
its side effects. 


MATERIALS, SuBJECTS, METHODS 


These procedures weré carried out by two of the 
authors (A.B.K. and E.K.K.), who used 20 to 40 
mg. (an average of 31.2 mg.) of methylphenidate 
hydrochloride (Ritalin) in 1-2 c.c. of distilled water 
by rapid intravenous administration. The drug was 
never given in an initial interview. Its use was 
always preceded by several drug-free interviews in 
which a detailed history was taken with an attempt 
at clinical diagnosis, a statement of the main areas 
of conflict and the operation of the main ego 
defences, and an estimation of the extent and 
direction of the relationship and/or transference 
(positive, negative, strong or virtually absent). In 
11 of our cases the patient was well in the middle 
of a course of psychotherapy of varying intensity 
when intravenous methylphenidate was first given. 

As a preparatory measure, the patient was told 
that he was to receive “an intravenous injection 
which would help him to relax”. Doubts and 
anxieties as to the possible side effects and ques- 
tions as to the nature of the drug—“whether it 
was a truth-serum”, whether it would make the 
patient fall asleep or be subject to hypnosis, ete.— 
were answered with reassurances about the harm- 
lessness of the procedure. 


DaTA 

In 40 psychiatric patients 126 tests were per- 
formed. There were 18 men and 22 women aged 
between 21 and 62, with a mean age of 33. Our 
patients received 1-8 methylphenidate interviews. 
Fourteen subjects were inzpatients or out-patients 
of the Jewish General Hospital, Montreal; 26 sub- 
jects were patients, under treatment in the offices 
of two of the authors (A.B.K. and E.K.K.). The 
diagnoses are shown in Table I. 

All verbal and nonverbal responses, including 
autonomic and psychomotor ones, were recorded 
in longhand as completely as possible. With few 
exceptions the methylphenidate interviews were 
carried out in the early afternoon or mid-afternoon. 
Office patients were provided with one 3-grain 
capsule of Tuinal for the night following the test 
in case of sleeplessness. 


RESULTS 


Physiological responses.—Within five minutes of 
administration of the drug the pulse rate was 
elevated by 0-32%, with a mean of 18%. Maximum 
mean elevation was reached 15 minutes after the 
injection. This represents an 8 to 62% increase, 
with a mean of 25%. At the end of a 45-minute 
interview the pulse remained elevated with a 
mean of 9%. 

Blood pressure.—Systolic pressure was elevated 
4-18%, with a mean of 10% and median 9% 10 


METHYLPHENIDATE IN INTERVIEWING 


Canad. M. A. J. 
June 15, 1959, vol. 80 


TABLE I.—D1aGNoses 


Psychoneurotic disorders 
Anxiety reaction 

Depressive reaction 

Conversion reaction 

Phobic reaction 
Obsessive-compulsive reaction 
Psychoneurotic reaction (other) 


Psychotic disorders 
Manic-depressive reaction, depressive type 
Psychotic depressive reaction 
Schizophrenic reactions 
i 
NIRS + cis oicke hoes cure eek 


Personality disorder 


Schizoid personality 
Compulsive personality 
Sociopathic personality 
Passive-aggressive personality 
Alcoholism 


Psychophysiological autonomic and visceral disorders... . . 
Psychophysiological gastro-intestinal reaction 

(mucous colitis; peptic ulcer) 
Psychophysiological skin reaction 

(pemphigus vulgaris) 

In view of the technical difficulties involved, the pulse was 
recorded in 92 tests and blood pressure in 35 tests only. 
Continuous recordings could not be carried out, but before 
injection a baseline of pulse and blood pressure was established 
and after the injection the pulse rate was recorded every five 
minutes and blood pressure every 10 minutes. 


minutes after injection, and this represented the 
maximum. Diastolic pressure showed 4-14% 
elevation with a mean of 9%, and also reached its 
maximum 10 minutes after the injection, Increases 


in pulse rate and in blood pressure were both 
roughly proportionate to the dose of methylpheni- 
date administered. 


Respiration.—Increase in respiratory rate was 
observed but not measured accurately, 

Psychological effects. —Within three minutes of 
the injection, in 91% of our tests, the patients 
started to show a gradual increase in speech, last- 
ing for the entire period of the 45-minute inter- 
view and sometimes continuing for a period of 2 to 
3 hours after the interview. The output of speech 
was tremendously increased, even with the least 
communicative patients. Silence, or active partici- 
pation at a verbal level on the therapist's part, was 
reduced to a minimum. Patients spontaneously 
reported that their association of ideas became 
much easier, and that for the first time they were 
able to overcome “mental blocks”, “barriers”, “in- 
hibitions”, etc. They became aware of previously 
covered up, forgotten or disregarded material. Not 
only previously withheld, but preconscious and, 
not infrequently, unconscious material was brought 
to consciousness. They also often became aware 
of the operation of various ego defences, especi- 
ally rationalization and denial. 

It must be remembered that these generaliza- 
tions are made within the framework of the psy- 
chotherapeutic interview technique used, that is to 
say, the use of the drug within the psychothera- 
peutic interview. The authors do not mean to imply 
that such material cannot appear in psychoanalytic 
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or psychoanalytically oriented interviews—quite the 
contrary. But within the framework of the tech- 
nique described in this paper, the following 
appeared: 

1. The drug facilitated the bringing forth of 
childhood and other traumatic memories withheld 
or omitted in drug-free interviews. The recall of 
these memories could be later utilized in therapy 
since subsequent amnesia does not develop. 

2, Patients tended to talk freely about sexual 
experiences, not withholding material pertaining to 
past and present sexual practices, including 
masturbation, premarital or extramarital relation- 
ships, incestuous and homosexual drives, or doubts 
and preoccupations as to their sexual identity. 

3. Patients tended to express evidence of tender 
or hostile feelings towards the therapist or hostili- 
ties and jealousies towards family members, 
parents, siblings, spouses, children, or friends. 

4. Schizophrenic patients expressed delusional 
and bizarre ideas partially withheld in drug-free 
interviews. In a particularly suspicious and evasive 
patient, the drug interview helped to establish the 
diagnosis of paranoid schizophrenia. 

Psychomotor activity showed a definite increase, 
especially in expressive movements, but no really 
intense agitation developed in any of our subjects. 
Patients with inhibited emotional expression ex- 
perienced and verbalized freely their anxious, 
euphoric or depressed moods. True emotional 
abreaction occurred only in about a third of the 
tests, with vivid re-living of past experiences and 
occasionally with intense crying. Marked differ- 
ences in responses to the drug could be observed 
in various patients, depending on their personality 
structures, diagnostic categories and the prevailing 
mood before interview. Depressed patients tended 
to become cheerful and in some instances euphoric. 
This was especially marked in psychotic depres- 
sions, while some of the depressed neurotics 
showed a shift from depression to mild anxiety and 
somatic expressions of anxiety, Schizophrenic 
patients also tended to become euphoric, while 
hysterical, phobic and obsessive-compulsive patients 
tended to show anxiety or a gloomy mood or a 
combination of both. Patients with character dis- 
orders and some patients with sociopathic symp- 
toms and a previously “tough front” often broke 
out crying and tended to internalize conflicts pre- 
viously handled with acting-out behaviour. Alco- 
holics with glib rationalizations and previous denial 
were able to give a more reliable account of their 
drinking habits. The therapeutic effect of this 
could be utilized for short periods only, because 
rationalizations and denial returned again. Some 
of the depressed, and especially our psychosomatic 
patients, were able to externalize hostility, usually 
with a reactive increase in guilt. This often could 
be utilized in further psychotherapy. 

Our case material included only one case with 
some similarity to a traumatic neurosis. We 
observed a more intense abreaction in this patient 
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than in the more chronic cases. Erotization of 
behaviour was noticeable in several cases; in four 
instances this was marked (in three female 
patients and a male patient with marked latent 
homosexual tendencies). Hostile tendencies were 
much more frequent—as also observed by Freed— 
but did not assume great intensity, except when 
methylphenidate was used in combination with 
intravenous barbiturates. 

The dose required to produce the same response 
in the same patients varied from time to time. The 
occasional more intense abreaction in some patients 
tended to be followed by relatively calmer inter- 
views, but there was no tendency to require higher 
and higher doses to produce similar effects in each 
subsequent interview. 

The time of maximum elevation of blood pres- 
sure and pulse rate in most interviews roughly 
coincided with a peak in the psychological 
response, especially the effective abreaction, while 
the increase in verbal productiveness was much 
less correlated with physiological responses. 

The drug did not bring about immediate symp- 
tom removal in stuttering (as did methampheta- 
mine) or in colitis, torticollis or hysterical, phobic 
or obsessive-compulsive symptoms, but the drug 
interviews were invariably beneficial to the course 
of treatment in all these conditions. They were 
instrumental in helping to remove blocks, in 
mobilizing hidden affects and rigid defences by 
initiating a phase of improved communication 
between patient and therapist, and by-intensifying 
the transference. 

Side effects—No consistent side effects were 
observed by the therapist or reported by the 
patients. Some of the ones frequently encountered 
in the majority of our patients were, in order of 
frequency: 

1, Over-talkativeness for 2-3 hours after interview 
was reported in 28% of the tests. Many of these 
patients also demonstrated an outpouring of 
emotions towards family members at home. 


2. Sleeplessness on the night following the test 
made a sleeping pill necessary after 9% of the 
tests. 

3. Palpitation, dryness of mouth, dizziness, head- 
ache, weakness, flushing of the face, shortness of 
breath, and paresthesia each occurred in less than 
10% of the cases, particularly in the first part of 
the interview, and usually disappeared before the 
termination of the test. More than half of the 
patients reported no unpleasant side effects. In 
none of the interviews were the side effects dis- 
turbing to a degree that they would interfere with 
the safe repetition of the procedure. None of the 
patients would be unwilling to repeat the test on 
any other ground. No real hazard was found in 
using the applied quantity (20-40 mg.) of the 
drug. All office patients arrived unaccompanied 
for the interview, and after interview were able to 
leave the office by themselves. 
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No addiction or habituation developed to the 
drug, even after several interviews, though Rioux’ 
describes a case of addiction to oral methylpheni- 
date. There were no unpleasant after-effects like 
depressive or anxious rebound. No psychosis was 
precipitated by the drug in nonpsychotic subjects, 
but care was taken to eliminate from our series 
prepsychotic or borderline cases and patients with 
severe latent homosexuality or paranoid trends, as 
well as subjects with extremely brittle egos. 


DIscuUSsION 


The description of the chemical properties and 
biochemical mode of action of methylphenidate 
does not belong to this study. It should be stated, 
however, that the drug is a powerful central 
psychomotor stimulant with moderate sympathi- 
comimetic action. 

The dosage used by us (average 31.2 mg.) was 
considerably higher than that used by Freed and 
closer to the one used by Hartert and Browne- 
Mayers. We found that this was the amount neces- 
sary for the desired psychological effects, Higher 
doses tended to produce more intense physiological 
effects (increase in pulse rate and blood pressure ) 
and more intense abreaction, and thus were unde- 
sirable. In the selection of our patients we had two 
main indications in mind: a selection of (1) non- 
communicative patients from (2) a wide variety of 
diagnostic categories with elimination of borderline 
and other cases mentioned above. No external 
controls were used, as the patients acted as their 
own controls through previous drug-free inter- 
views. No comparative study was attempted 
between methylphenidate and placebo or methyl- 
phenidate and other stimulants in view of several 
insurmountable difficulties,and limitations in avail- 
ability of office patients.for such a procedure. 
However, the physiological concomitants (“the 
pharmacological profile”) were partly proofs of and 
partly guides to the pharmacological activity and 
potency of the drug. The problem of physiological 
responses to methylphenidate is rather complex. 
Maxwell et al.° in animal experiments found that 
apart from its central nervous stimulant properties, 
it also has specific antihypertensive properties, 
probably centrally mediated. On the other hand, 
Hartert and Browne-Mayers found a marked rise in 
blood pressure in their series of alcoholics in re- 
sponse to an average of 32.8 mg. methylphenidate. 
Our study showed a less pronounced but still 
evident rise in blood pressure in response to an 
average of 31.2 mg. of the drug. However, it should 
be emphasized that this elevation of blood pressure 
is far below that seen in response to intravenous 
Pervitin as found by Levine, Rinkel and Green- 
blatt,> which showed an average increase of 40 mg.+ 
systolic. The mildness of side effects is, however, 
the most outstanding finding as compared with the 
amphetamines and other such disinhibiting agents. 
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Quantitative aspects of the push of speech were 
similar to those found in response to methampheta- 
mine, but in addition to facilitating the verbaliza- 
tion of withheld material already in consciousness 
(as methamphetine) and to some extent preconsci- 
ous or even unconscious material (as amobarbital), 
methylphenidate often promotes better communica- 
tion between conscious and preconscious parts of 
the mind. 

As abreaction occurs only to a moderate degree 
and not in an “explosive” form, but rather more 
smoothly, most patients could utilize and integrate 
liberated affect more constructively. 

_Administration of the drug does not replace 
therapeutic skill on the part of the psychiatrist, but 
may be useful where an adjuvant is needed. Before 
the procedure is applied, the therapist must have 
a thorough knowledge of the patient’s history, main 
conflicts, defences, ego strength and the state of 
transference. It is important to assess the possible 
meaning of the procedure to the patient. 

This puts the drug interview in its proper per- 
spective, where the therapist appears as a 
benevolent helper, instead of a judge or a police 
investigator. None of the patients interpreted the 
drug interview as an unwelcome prying and prod- 
ding or brainwashing, but this was probably to a 
certain extent due to the careful selection and the 
supportive type of preparation of the patients, 
especially in the framework of a course of psycho- 
therapy. 

We tried the use of intravenous methylphenidate 
in combination with various other abreagents, and 
a brief mention of these experiments should be 
added here. 

1. In four instances we attempted to measure the 
so-called “arousal threshold”, a counterpart of the 
so-called “sleep” threshold described by Shagass 
and Kerenyi.® Our method was to measure the 
“sleep” threshold first, the amount of amobarbital 
mg./kg. given intravenously at the rate of 0.5 
mg./kg. every 40 sec. until the patient no longer 
repeats sibilant phrases or gives no indication of 
attempting to do so. As soon as the patient reached 
this state of light “sleep”, we gave intravenous 
methylphenidate at the rate of 2 mg. every 40 
sec. until the patient again repeated the standard 
phrases or gave indication of attempting to do so. 
The amount of intravenous methylphenidate to 
produce this result was arbitrarily called the 
“arousal threshold”. We were soon forced to 
abandon this procedure in view of:the production 
of unusually violent and prolonged abreaction and 
psychomotor agitation, lasting for many hours and 
even overnight. Nor did amobarbital and methyl- 
phenidate, at least in this combination, cancel each 
other’s effect, in our series. They rather seemed to 
enhance each other. On the other hand, five tests 
were performed in the reverse order, when 20-40 
mg. of intravenous methylphenidate was given first 
and 250-500 mg. amobarbital or 150-250 mg. 
thiopental was given in slow intravenous injection 
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towards the end of the interview. This appeared 
to be a harmless combination in a hospital setting, 
but the therapeutic usefulness of the interview was 
limited, because the addition of barbiturates tended 
to introduce some degree of amnesia with regard 
to the entire interview, 


SUMMARY 


A new intravenous stimulant, methylphenidate 
hydrochloride (Ritalin), was administered to 40 
psychiatric patients (14 hospital and 26 office 
patients) on 126 occasions as an adjuvant in psychi- 
atric interview. Dosage was 20 to 40 mg., with an 
average of 31.2 mg. Physiological, psychological and 
side effects were recorded. 

Physiological—Pulse rate showed maximum mean 
elevation of 25.0% in 15 minutes after injection. Blood 
pressure showed a systolic mean maximum 10.4% 
elevation, reaching this maximum 10 minutes after 
injection, and the diastolic showed a mean maximum 
9% rise 10 minutes after injection. 

Psychological._Within 3-4 minutes after injection 
gradual push of speech was observed lasting for the 
entire interview, and sometimes continuing for 2-3 
hours. Mental blocks and barriers were removed. 
Previcusly withheld, and occasionally preconscious and 
unconscious material, was brought forth, including 
childhood memories of possible traumatic importance, 
hidden sexual experiences and drives, as well as aggres- 
sive or tender emotions towards family, friends and 
therapist. Stuttering was not relieved. Psychotic patients 
hitherto dissimulating produced rich psychotic material. 
Emotional expression of anxiety, euphoria or de- 
pression became facilitated, but true abreaction 
occurred only in one-third of cases. The interviews in 
these cases were beneficial to the course of psycho- 
therapy in the hands of the authors who used it 
(A.B.K., E.K.K.). 

The definite usefulness of methylphenidate as a 
safe stimulant in interview in office practice was 
demonstrated. 

It is nevertheless quite clear that many psychiatrists 
will not use such techniques in office practice because 
of the skew it gives to the therapeutic situation. In 
the opinion of one of the authors (G.J.S.-F.) this con- 
traindication remains a serious one for all who use 
psychoanalytic procedures in their psychotherapy. 


Thanks are due to Dr. B. K. Saroja Bai, Dr. Anthony 
M. Marcus, and Miss Ena Finch for their help in various 
phases of this study. We wish to express our appreciation 
to Dr. C. W. Murphy and the Ciba Co. Ltd., Montreal, 
for their generous support of our research. 
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RESUME 

Le chlorhydrate de méthyl-phénidate (Ritalin, marque 
deposée) servit 126 fois d’adjuvant en psychotherapie de 
40 malades dont 14 étaient hospitalisés. La posologie 
s’étendit de 20 4 40 mg. avec une moyenne de 31.2 mg. 
Au point de vue slacelaiione le pouls subit une accéléra- 
tion moyenne de 25% dans les 15 minutes qui suivirent 
Yinjection. La tension systolique maximum augmenta en 
moyenne de 10.4%, et la diastolique de 9%, 10 minutes 
aprés l’injection. Au point de vue psychologique le flot de 
paroles s’accrut durant l’entrevue, continuant méme pendant 
deux ou trois heures. Les obstacles mentaux furent surmontés 
et les barriéres psychologiques franchies. La matiére tirée 
du préconscient et de l’inconscient, retenue précédemment, 
émergea en surface, y compris les souvenirs d’enfance, 
d’importance traumatique possible, les expériences et les 
poussées sexuelles cachées ainsi que la sympathie ou l’agres- 
sion 4 légard de la famille, des amis et du thérapeute. Le 
bégaiement ne fut pas amélioré. Les psychosés delenths- 
rent la description d’une foule d’incidents psychotiques 
dissimulés jusque 14. Le médicament favorisa l’expression 
de l’angoisse, de leuphorie ou de la dépression mais une 
véritable abréaction ne se produisit que dans un tiers des 
cas, chez = Yévolution de la thérapie fut alors favorable- 
ment modifiée. Le médicament peut-étre employé sans 
danger au cabinet de consultation. Plusieurs psychiatres 
refuseront de sen servir 4 cause du caractére artificiel 
qu'il imprime 4a la situation thérapeutique. Cette contre- 
indication formerait un obstacle sérieux 4 son emploi en 
psychanalyse, 





DISCS AND TAPES IN MEDICAL 
EDUCATION 


“The use of discs and tape recordings is growing in 
popularity in certain areas. These records are prepared by 
medical societies and schools to keep physicians in out 
of the way places informed on. new processes and treat- 
ments. 

“This plan has met with mixed reactions. Some medical 
men are enthusiastic; others, critical. The recordings are 
welcomed most by those who learn best when listening 
to the spoken word in the privacy of their homes or office, 
away from smoke-filled, crowded convention halls. The 
practical aspect must be considered because discs and tape 
recordings require considerable preparation, are expensive, 
and need full-time help to maintain. There ought to be a 
definite demand for this means of communication before 
large-scale production begins.”—Editorial, Illinois M. J., 
114: 246, 1958. 


NATIONAL CHARACTERISTICS AND 
MEDICAL PRACTICE 


“As I see it, any doctor has two main objectives: the 
pe gr of medical knowledge, the search after truth; 
and the relief and prevention of suffering in patients who 
come under his care. 

“In the United States there is greater emphasis on the 
former, and in England on the latter. This is largely de- 
termined by national characteristics. Americans are a nation 
in a hurry, and their immense drive, which I find admirable, 
finds more ready expression in this way. In their more 
ambling way the British find satisfaction at the slower and 
more personal tempo, though it may well be that American 
efforts in the long run provide greater relief for the human 
race.”—J. F. Stokes: A British View of an American Hos- 
pital, New England J. Med., 260: 69, 1959. 
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PRELIMINARY CLINICAL STUDY 
OF DIPIPANONE HYDROCHLORIDE 
(PIPADONE) IN ANAESTHESIA 


LOUIS LAMOUREUX, M.D.,* 
FERNAND SHOONER, M.D. and 
LIONEL TREMBLAY, M.D., Montreal 


In 1929, several researchers were working together 
in the hope of synthesizing a potent and non- 
toxic analgesic, which would not affect vital func- 
tions. They felt that synthesis ought to try to 
produce something which nature had not already 
managed to make. Several synthetic narcotics were 
then given to the medical profession. In 1939, 
Schaumann and Esleb introduced Demerol (mep- 
‘eridine). Methadone appeared at the end of the 
Second World War, and a little later Levo- 
Dromoran (levorphanol) and Nisentil (alphapro- 
dine) were added to the therapeutic arsenal. 


DIPIPANONE ANAESTHESIA 
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minute volume. The method we used to confirm 
this was intravenous injection of 25 mg. of dipipa- 
none over a period of 60 seconds. We selected 25 
patients in good health, from 20 to 30 years of age, 
and slated for operation, and gave them as pre- 
operative medication this drug plus 0.5 mg. of atro- 
pine (1/150 grain). Our results are shown in Table I. 

Knowing the work of Masson,? we wished to 
measure the degree of respiratory depression under 
general anzsthesia. In 25 cases, anesthesia was 
induced with sodium thiopental (Pentothal), the 
average dose being 525 mg. We then injected 10 
mg. of dipipanone over two minutes (Table II). 
The apnoea obtained lasted for an average of 15 
minutes. Controlled respiration was practised (we 
tried to imitate normal respiration as closely as 
possible) without hyperventilation, for this has 
the property of prolonging the apnoea due to nar- 
cities.” ** 


TABLE I.—ReEspiratory DEPRESSION INDUCED BY DiIpPIPANONE ANASTHESIA 


5 min. 
Respiratory rate /min 
Minute volume 





Percentage change in tidal air 
Percentage change in minute volume 


It was in 1956 that Pipadone (dipipanone hydro- 
chloride) was discovered. It is racemic 4,4-di- 
pheny]-6-piperidine-3-heptanone hydrochloride, of 
which the empirical formula is C,,H,,ON.HCI.- 
H,O. We have had some experience with this new 
analgesic agent. We do not claim to have examined 
the properties of dipipanone exhaustively but we 
have observed its effects in various fields of action 
of intravenous anesthesia. Our work has consisted 
in the study of actions on the nervous system, the 
respiratory system and the cardiovascular system. 
We are also reporting our observations in the 
course of different surgical] interventions. 


39 min. 


13 10 12 
3380 
260 310 340 360 380 
—7.2 
—30.5 


11 min. 13 min. 15 min. 20 min. 


12 14 
4320 5320 


3100 4080 


+33 .6 
+9.4 


+10.7 
— 36.3 


+21.4 
—16.1 


+28.5 
—11.2 


On the other hand, the same doses injected 
slowly produced respiratory depression, but with 
persistence of spontaneous respiration as is shown 
in Table III, which is the result of study of 50 
patients. 

From all evidence, the depressing effect of 
rapidly injected dipipanone in anzesthesia is greater 
than that obtained with other opiates currently in 
use. But if we compare our results with those 
which Swerdlow (Table V) obtained in almost 
identical conditions (except for speed of injection), 
we may conclude that its depressant action is not 
much greater than that of meperidine (Demerol). 


TABLE II.—Dvration or APN@A RESULTING FROM RApiIp INJECTION OF DIPIPANONE DuRING THIOPENTAL ANASSTHESIA 


Respiratory rate/min 
DIMMU VOINME. . . . oc ee we eee 
Tidal air 





I. RESPIRATORY DEPRESSION 


Since our first trial, we have been struck by the 
ability of dipipanone to depress respiration. Al- 
though its phases of depression are similar to those 
of morphine ( Krueger’), it resembles more closely 
those of methadone. Injected by the intravenous 
route, it slows down the respiratory rate at the, 
same time as it increases the tidal volume, the 
total effect being to diminish very slightly the 


*Chief Anesthetist, Notre-Dame Hvuspital, Montreal, Que. 


> 


5 min. 
0 0 0 4 
0 0 1680 
0 0 420 400 


20 min. 


6 
2400 


8 min. 1 0 min. 1 5 min. 


II. HYPOTENSION 


In the course of our respiratory studies, we 
noticed a slowing in cardiac rate which was pre- 
ceded by a brief tachycardia in several cases. We 
also noted an increase in peripheral venous volume 
and a plethoric appearance of the face and neck 
as well as an increase in the heat of the skin, which 
suggested a direct action of the drug on the capil- 
laries.© Four patients out of 25 also experienced 
a fall in blood pressure of from 25 to 40 mm. 
Hg in the horizontal position. In five patients we 








~ 
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TABLE III.—Action or SLowty INJECTED D1PIPANONE ON RESPIRATION DuRING THIOPENTAL ANASTHESIA 























15 min. 30 min. 45 min. 60 min. 75 min. 90 min. 
Average dose in mg. thiopental (Pentothal) 150 125 125 100 100 50 
I a rs ok ely Vin aoenin es Sas wg ek 5 4 3 3 3 2 
POUNONOOEY TORO. gs cc cece eee ges noe 18 16 14 15 15 16 
NINN 64.45 o ca aw craanraee baue 5330 4800 4580 4500 4200 4320 
pe ee ee ne rm ey eee 290 300 320° 300 280 270 
had the same experience after tilting the table III. ANALGEsta?: 9-1? 


20 degrees. In four of these cases, results were not 
severe, but in the fifth the drop in blood pressure 
obliged us to return him to the horizontal position, 
whereupon the pressure soon returned to normal. 
During anesthesia, we took the precaution of 


We prescribed dipipanone as a postoperative 
analgesic in 155 patients in the age range of 16 
to 60 years. The types of operations were as follows: 
orthopeedic, 38; gynzecological, 24; plastic, 28; pul- 


giving our drug slowly; no change in blood pres- monary, 4; renal, 6; repair of injury, 4; neurosurgi- 
sure was noted, even in Fowler’s position. cal, 5; gastrectomy, 5; mastectomy, 4; abdomino- 
However, if at the beginning of the intervention _ perineal, 3; thyroidectomy, 8; and cholecystectomy, 


we gave a large dose of 10 mg. and then placed 26 — a total of 155. 


T ABLE IV -—MAINTENANCE DosE OF * DipIPANONE ADMINISTERED SLOWLY IN N;2O-O, ANA&STHESIA 





Time (minutes) 16 30 J 45 60 75 90 105 120 135 150 
I 9d a og 2 ind a Sa WAS An 8 3 2 2 1 1 1 1 1 1 
> re ee 12 15 14 14 14 14 14 14 14 14 
ia 8 ies eh ola ea eee 320 300 300 300 300 300 300 300 300 300 
Pe WO si ciewirnnisneaaes 3840 4500 4200 £200 4200 4200 4200 4200 4200 4200 
the patient in Fowler's position as for rhinoplasty, The clinical evaluation of analgesia‘® is not easy. 
the systolic blood pressure in each case was lowered However, we noted that the drug renders the 


by 20 to 5 mm. The horizontal position or the patient indifferent to his pain. We have not used 
use of from 2 to 5 mg. of methoxamine ( Vasoxy] ) the Hardy-Wolf-Goodell technique,® but have eval- 


returned the blood pressure to normal. We pur- __ uated the analgesic effect of the drug by the degree 
posely caused this hypotension in 47 patients in — of indifference of the patient. 

an attempt to lessen bleeding; this complication The drug was given in every case by the intra- 
occurred in only 14 (3%) of our 325 patients muscular route, and we have used it even in pa- 


TABLE V.—Errect on RESPIRATION oF 100 MG. or MEPERIDINE 
INJECTED IN 15 Sect ONDS ACCORDING TO SWERDLOW 





Time 5 min. 9 min. 11 min. 13 min. 15 min. 
Respiratory NG is 6 KSA va 9h RRs eee TIGRE 19. 1 10.6 9.9 10. “a 9. 2 
RRR UREN UOHNURNIN ER osc ins) oh le rr ee Ue a Cee er WOR ee 5361 3269 3318 3648 3429 
AEM TI i io) cc Ts bw Oars RE 282 302 331 363 377 
Se Ti MNS fr c's kp ne win pce oA eA eee eas +7.2 +17.3 +28.8 +33.1 


under anzsthesia and was easily corrected. The _ tients who had shown an idiosyncrasy to morphine. 
phenomenon has never been observed in a con- Furthermore, in 14 patients of almost identical 
weight and with very similar pain, we gave dipipa- 
oi h none and meperidine (Demerol) in order to com- 
during three commissurotomies without any change pare their effects (Table VI). Injections were 


in the electrical complex of the E.C.G. given at four-hour intervals. 


scious patient. Doses of 10 to 15 mg. were given 


TABLE VI. —ComParIson OF AN ALGESIC EFFECTS OF MEPERIDINE AND DIPIPANONE 





Insufficient 
Dose Cases Complete analgesia Partial analgesia analgesia Nil 
Dose in mg No % No % No % No % 
Meperidine 
RO Ere re rs ras 2 12 1 50 1 50 0 0 
Ma esialincsa weds cess 8 50 5 63 3 37 0 0 
DU rine acy eens 6 38 3 50 3 50 0 0 
Dipipanone , 
ERG REP NS OP 2 12 2 100 0 0 0 0 
DE Mahan shales EE wa 8 50 6 75 2 25 0 0 
acid codes dn. cod a aty ON 6 38 2 33.3 4 66 0 0 
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TABLE VII.—Cumu.atTIon or ANALGESIC ACTION OF DIPIPANONE 


First injection: 


Complete 
analgesia 


Dose in mg. 


We established that 25 mg. of dipipanone has 
a greater analgesic effect than 100 mg. of meperi- 
dine (Demerol). However, by the third injection 
- of dipipanone (eight hours after the first) the results 
became very difficult to assess. It seemed that 
analgesia lasted for at least four hours. For this 
reason we have asked ourselves whether dipipa- 
none does not have a cumulative analgesic action. 
In order to study this characteristic, we chose 148 
patients and observed them during the interval 
between the two injections, with the results: shown 
in Table VII. 

These results indicate that the analgesic action of 
dipipanone is progressive, since 112 patients who 
obtained satisfactory relief after the first dose had 
complete relief after the second injection. Was the 
sedation derived from the first injection insufficient 
to ensure complete analgesia? We would have 
liked to use dipipanone with a sedative of similar 
formula, namely methylprylon (Noludar). Was the 
effect produced caused by cumulation or fixation 
of the drug in the organism, or were we seeing 
a potentializationP We cannot say, but the fact 
remains that the same phenomenon is shown in 
the duration of action of the drug. 

We have come to the conclusion that repeating 
a smaller dose at intervals farther and farther apart 
obtains complete relief of pain for the patient. The 
optimal dose seems to be 20 mg. With these doses, 
the first injection is insufficient but with the second 
complete analgesia ‘is obtained in the majority of 
patients. 


IV. SEDATION 


Dipipanone lacks the beneficial action of sleep - 


such as is induced by morphine. In this, its effect 


First injection: 


Case 


, : : ae 
Dose in mg. No. % 


No. 


LAMOUREUX AND OTHERS: DIPIPANONE ANAESTHESIA 


TABLE VIII.—Duvration or EFrrect 


4 


to 6 hours 
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Partial 
analgesia 


No 
analgesia 


Insufficient 
analgesia 


o7 
70 


0 
0 
13 


39 


is similar to that of methadone.' The patient feels 
a heaviness in the limbs, but does not sleep. Con- 
firmation of this state of wakefulness was obtained 
from two E.E.G, tracings. The first was made in a 
patient who was not operated on. He received 20 
mg. as premedication plus 0.5 mg. of atropine 
(1/150 grain). Twenty-five minutes later we started 
an infusion containing 5 mg. of dipipanone per 
100 c.c. at a rate of 60 drops per minute; after 
100 c.c. of solution we obtained a new tracing. The 
tracing never showed a characteristic sleep pattern 
(Fig. 1). 

Since the narcotics and the barbiturates are 
much more active when used with spinal anes- 


hs 


PENTOTHAL 


aay 


DIPIPANONE 5 mg. 


eS OOS Oe OOOO eer 
DIPIPANONE 15 mg. 


—_— rrr 
DIPIPANONE 25 mg. 


Fig. 1.—Electroencephalogram tracings. 


Approximate duration in hours 


2 to 4 hours 0 to 2 hours 


07 


GF ] 
70 /O 


54 
34 
12 


54 
34 
12 


28 
10 
0 


88 
50 
5 


97 
90 
12 
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thesia, a tracing was obtained from a patient un- 
dergoing cholecystectomy under this type of 
anzesthesia. No sleep pattern could be seen on 
this E.E.G. either. 


We now envisage using this drug for certain 
neurological operations under local anzsthesia 
where the use of the E.E.G. is essential to the 
neurosurgeon. The results described above suggest 
that there will be no interference with the E.E.G. 
tracing due to the action of dipipanone. 


V. MENTAL STATE ON AWAKENING 


We studied the mental state after analgesia with 
nitrous oxide and dipipanone. The latter was given 
in doses of from 10 to 25 mg. With heavy doses 
(25 to 35 mg.) three patients were in a state of 
torpor, but they were exceptions. Usually they 
were in a tranquillized state, as Quigley calls it, 
or in a state of indifference. Postoperatively, we 
never saw states of excitement or delirium. The 
patient is always very calm, experiencing a state 
of total well-being. He may even forget to breathe, 
but he remains very co-operative and he responds 
more to the voice than to painful] stimuli. Amnesia 
is absent. He awakens very quickly; he is able to 
ask the time on the operating table. 


VI. CoucuH REFLEx 


The complete disappearance of the cough reflex, 
so useful in certain operations, has been noticed 
in most patients receiving 10 to 15 mg. intraven- 
ously in the first hour. When the infusion of dipipa- 
none is stopped, the reflex returns in the next 30 
minutes, High and rapid concentrations of ether or 
various forms of irritation in the region of the 
larynx, when the patients are in a state of apnoea 
following hyperventilation, have never succeeded 
in stimulating the cough reflex or a laryngospasm. 
These observations were made on 90 different cases. 
On account of the characteristics described above, 
dipipanone is indicated in various surgical opera- 
tions. 


VII. PNEUMOGRAPHY AND ARTERIOGRAPHY 


Among the several anesthetic techniques for 
pneumo-arteriograms, intubation is of restricted 
use because it produces a rise in pressure of the 
cerebrospinal fluid. Thiopental is often used alone, 
and sometimes it is necessary to give dangerously 
large doses. 

The potentiators such as chlorpromazine (Lar- 
gactil), promethazine (Phenergan) and mepazine 
(Pacatal) have their vogue. With these, the dose 
of barbiturates is considerably diminished, and 
often the patient is restless and his cough reflex 
is not sufficiently depressed. Sometimes the slow 
awakening annoys the neurosurgeon. Based on the 
additive effect of barbiturates and narcotics (Roven- 
stine, 1943), meperidine can be used, but with 
uneven results. 


SS 
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TABLE IX.—How Dip1paNnoneE was USED 


Dipipanone—thiopental—O, without intubation 





I ican buen dew ever enue ae .. 
IN is dS ara werie caste keiuic anaes 36 
IN 6 in Kvn gi kes hh ania eas 6 
Na od ad 6s yu Able se eed ewan 4 
RI, sca’ cv cwne eins avaiacas Galan + 
I ho. 5s 4S, a0 ndianlonirs eae kaart 3 
Operations on pilonidal cysts................. 2 
Pi is oa nde avtnchéche wate sanes 167 
Dipipanone N2z.O—O.—intubation and sometimes with curare 
BN ances dina Jah Age aid oA Ria ea 60 
Cholecystectomies and cholangiographies...... . 6 
NS ois acs Cas an amweewundat 13 
a Fil ard bk dn kok ee pias 5 
eee eee 4 
ork aoa a) as ase kee eee oak aOR 6 
RN aio eps e ees Khao eee 12 
is ici se dwc'nwid dbase CER 21 
I his ie ds ane ine eee a beaks 5 
ID inca ce sn asen eeu Sh deewen 5 
Appendicectomies........................ <3 4 
Abdomino-perineal resections.................. 3 
Thyroidectomies (toxic goitre)................ 4 
I hin cnclanecd ae xoekaaw causes 4 
PINS 5. oc nck'e.k sax nine gute cacae es 3 
CE eer Pere eee 5 
Heemorrhoidectomies.......................-- 2 
Ws 5b 9s Rea RA eae 158 


We were privileged to be the first to use dipipa- 
none for pneumograms and arteriograms. With i.v. 
solutions ip a concentration of 0.005%, and using 
doses of from 10 to 35 mg., we have produced the 
following effects: 


1. Complete calm in the patient. 

2. The necessity of using only very small doses 
of thiopental, the average dose being 375 mg., 
which favours a rapid awakening in our patients. 

3. The disappearance of the cough reflex in all 
cases, 


4. A good opportunity to assist the patient's 
respiration if it becomes insufficient. 

5. The maintenance of pressure of the cerebro- 
spinal fluid at a clinical level. In 67 patients the 
pressure never rose above 220 mm. of water, except 
in one case where a diagnosis of cervical compres- 
sion was made. 


6. Finally, an absence of vomiting, which is 
usually common in these patients. Only 3% com- 
plained of nausea on awakening. 


We have been able to conclude that the use of 
dipipanone is the technique of choice during 
pneumography and arteriography. 


VIII. CRANIOTOMIES 


Postoperative cerebral oedema is the great fear 
of neurosurgeons after excision of cerebral tumours. 
In many cases operation is performed under local 
anesthesia, and in order to ensure the patient’s 
comfort during these long operations, the lytic 
cocktail is often used. In three cases we have re- 
placed the cocktail with dipipanone with good ~ 
results. 
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IX. RHINOPLASTIES 


We have used dipipanone by intravenous drip 
during rhinoplasties, being: careful to administer 
the solution before induction with thiopental. A 
dose of 7 to 10 mg. given before the beginning of 
anesthesia has allowed us to maintain systolic 
blood pressure between 70 and 80 mm. Hg in 47 
of -our 60 patients, despite the use of Fowler's 
position. We believe that the other patients have 
received the primary dose too slowly. Thus the 
blood loss during the whole operation was from 
10 to 180 c.c. In view of the danger of blood trans- 
fusion reactions (20% formerly) and the scarcity 
of blood in our hospital blood banks, we consider 
that this method has great value. The average dose 
of dipipanone for rhinoplasties was 14 mg. 


X. OPHTHALMOLOGICAL OPERATIONS 


Like many narcotics, dipipanone provides anzs- 
thesia of the cornea; we have noticed this in the 
abolition of the corneal reflex several seconds before 
awakening. Also the eyeballs remain still and 
there is a myosis of the pupils from beginning to 
end. The employment of adrenaline solutions and 
the ability to use electrical instruments, together 
with the absence of vomiting postoperatively, make 
dipipanone a very useful drug for delicate eye 
surgery. Out of 21 patients in whom we have used 
this method, only two have shown vomiting of 
short duration after the anesthesia. 


XI. CHOLECYSTECTOMY AND CHOLANGIOGRAPHY 


Here we have been able to demonstrate two 
new characteristics of this drug: (1) a slight in- 
crease in tension in the common bile duct, (2) an 
inhibitory effect of dipipanone on cholinesterase. 


The use of x-rays contraindicates explosive sub- 
stances. An appropriate technique consists in using 
nitrous oxide with'the help of a narcotic or an 
analgesic. It is also necessary, in order to obtain a 
good visualization of the common bile duct by x-ray, 
that the sphincter of Oddi should not be closed by 
their use. From this point of view, morphine is 
contraindicated, for it raises the pressure of the 
common bile duct from a normal of 20 to 30 mm. of 
water to 200 to 300 mm.,! and in effect causes 
a block of the sphincter. In three cases we measured 
the pressure after doses of from 20 to 40 mg. of 
dipipanone and these pressures were 57, 37 and 
40 mm. of water, which does not interfere with 
cholangiography. Further, we wish to report a 
fact noted in 31 cases where we have used suc- 
cinylcholine bromide to obtain relaxation of the 
abdominal muscles; the amounts used were dimin- 
ished by half compared to operations of similar 
sort. We would have liked to follow these obser- 


vations further; a further project may give us this, 


opportunity. We may then confirm our impression 
in a more definite manner that, like morphine, 
dipipanone has an inhibitory effect on cholin- 
esterase.* 


DIpIPANONE ANAESTHESIA 
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XII. SECONDARY EFFECTS 


We can state that in all our experience we have 
had no troublesome or severe secondary effects. 
They have been practically nil with employment 
of the intramuscular route. Some nausea (3%), 
rare vomiting (1%), occasional sedation and also, 
as observed by other workers, some dizziness in 
the upright position, were the most important side 
effects. With intravenous injection, we have wit- 
nessed certain secondary effects only when the 
speed of administration, the dosage, or the position 
of the patient was unsatisfactory. In these cases 
respiratory depression or hypotension occurred. 

‘We have noted an incidence of approximately 
2 to 3% of nausea or vomiting when the patient 
awakened. A small number of instances of urinary 
retention (2%) and constipation (1%) of very 
short duration was encountered. On the day after 
the operation, nausea and anoxia appeared in a 
few patients, but it must be noted that they were 
receiving at the same time other drugs which could 
have been involved. In any case, the rapid dis- 
appearance of all the secondary effects makes 
dipipanone a safe drug, where used with circum- 
spection. 

It is a drug which enlarges the field of action 
of the anesthetist. Its very powerful analgesic 
properties have enabled us to diminish by half 
the doses of curare and thiopental. The patient’s 
reawakening is fast and agreeable. We have been 
able to employ it in all aspects of surgery to good 
advantage. It also seems to us that during rhino- 
plasty, pneumography, arteriography and certain 
craniotomies, it presents definite advantages over 
other anesthetic agents. 


SUMMARY 


In this preliminary report we have demonstrated by 
clinical study on a number of unselected patients the 
obvious usefulness and advantages of Pipadone (dipi- 
panone hydrochloride). 


We wish to thank Burroughs Wellcome & Co. (Canada) 
Ltd. for giving us their financial help in this work. 
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RESUME 


La Pipadone est un nouveau narcotique synthétique. 
Dans ce travail, notre attention se porte sur l'utilisation 
clinique du médicament. 

Nous avons tenté a l’aide de tableaux d’objectiver le 
fruit de nos observations. 


~ 


MacWatr AND OTHERS: FLUOTHANE ANZA:STHESIA 973 


D’une part, notre étude se concentre sur les principales 
propriétés des narcotiques: dépression respiratoire, hypo- 
tension, analgésie et sédation, etc. D’autre part, une série 
d’utilisation clinique en anesthésie nous fournit certains 
aspects particuliers de la Pipadone. 

Ces considérations nous permettent de conclure que ce 
nouveau narcotique peut subir une comparaison avantageuse 
avec tous les autres, L.L. 





TWO THOUSAND CASES OF 
FLUOTHANE ANAESTHESIA 


D. J. L. MacWATT, M.B., Ch.B.,* 

P. E. OSHAUGHNESSY, M.D., C.M. and 

D. J. POWER, M.B., B.Ch., B.A.O., F.R.C.P.[C], 
F.F.A., R.C.S., D.A., Montreal 


THE NEw halogenated ethane CF,CHCIBr, known 
as trifluorochlorobromoethane (Fluothane) is now 
being used on this continent and has undergone 
clinical investigation since September 1956. This 
paper will describe a series of cases in which 
Fluothane was given by staff men, residents and 
interns. It was found that when the agent was 
given in a simple manner with due consideration 
of its properties and with reasonable precautions, 
some of the disadvantages were minimal or of 
little consequence. 

Clinically, Fluothane is a potent anesthetic 
agent. Its analgesic properties are slight, with 
central sedation. Fluothane decreases cardiac 
output and depresses the depth of respiration at 
levels of surgical anzesthesia; adequate oxygen- 
ation of the patient must therefore be maintained 
at all times. Cardiac arrhythmias are produced by 
Fluothane, particularly where atropinization is 
inadequate and when deeper planes of anzesthesia 
are used. Hypotension is noticed in most cases 
but the drop is small except when Fluothane is 
used in higher concentrations or in_ elderly 
patients. 

This potent agent when used alone gives a 
rapid induction. Its prompt elimination through 
the lungs makes levels of anesthesia easy to 
control. Fluothane does not cause coughing or 
breath-holding, nor does it stimulate bronchial or 
salivary secretions. In working concentrations, the 
vapour is non-irritant. There are indications that 
vomiting may be reduced. The availability of an 
anesthetic agent in liquid form has many obvious 
advantages over a compressed gas, particularly in 
isolated areas or under emergency conditions when 
the supply of tanks is always a major problem. 
The compound forms a non-explosive mixture in 
air and oxygen. : 


*Department of Anesthesia, St. 


Mary’s Hospital, 3830 
Lacombe St., Montreal. 7 . 


The dangers of Fluothane are that only small 
concentrations are necessary for induction and 
for deep planes of anesthesia. The sense of smell 
cannot be relied upon for estimation of these 
concentrations. The rate of change of levels of 
anzesthesia is very rapid and the patient must be 
closely watched. Deep anesthesia can be obtained 
in several large breaths if concentrations are high. 
Cardiac irregularities and hypotension may appear 
in light planes of anzsthesia in certain individuals 
and become more noticeable in deeper planes. 
Some authorities maintain that an agent with a 
working range of concentrations of under 2% 
requires microtechniques and that such techniques 
are potentially dangerous. 

At the start of this series, the clinical properties 
of Fluothane were not well defined, and precautions 
were taken to avoid using toxic doses. Low con- 
centrations were used in the earlier cases. With 
experience, higher concentrations were employed, 
but toxic effects were more often noted in these 
cases. The most noticeable clinical property was the 
high potency which allowed rapid deepening of 
the plane of anzsthesia and equally rapid re- 
covery. We had expected to obtain adequate re- 
laxation from Fluothane in deeper planes suitable 
for intra-abdominal operations but, as stated later, 
it was considered more advisable to use supple- 
mentary doses of muscle relaxants. Epinephrine 
was not used in conjunction with Fluothane 
because of its effect on the heart. 

In this series, Fluothane was used as an adjunct’ 
to light anzesthesia except in a small number of 
cases in which deeper planes of anzsthesia were 
purposely entered. As an adjunct, the agent has 
caused us little concern although it requires 
proper care and skill on the part of the anzsthetist. 

The age of the patients ranged from three 
weeks to 87 years. Many had complicating diseases 
such as diabetes, cardiac failure, uremia, thyro- 
toxicosis and impaired liver or kidney function. 
The maximum duration of Fluothane anzsthesia 
was over six hours, the average being one hour. 

The following types of operations were per- 
formed: major general surgery, 749; minor surgery, 
476; major urological, 110; minor urological, 191; 
major orthopedic, 110; minor orthopedic, 53; 
Cesarean section, 10; E.N.T., 213; bronchoscopy, 
29; thoracic, 4; and oral, 55—a total of 2000 
operations. 
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PREMEDICATION 


Barbiturates and/or narcotics were used in the 
usual dosage for age and weight in 90% of the 
cases. Like other authors'-* we have been impressed 
with the necessity of using atropine in adequate 
dosage, especially in the adult. Many of the 
difficulties with Fluothane arose in cases given too 
little or no atropine. Without atropine, brady- 
cardia, hypotension and extrasystoles were noticed, 
particularly in the older group. Hyoscine was 
used in a number of children, and generally was 
found to be satisfactory, although irregular pulse 
was sometimes noted. If atropine was not used 
as a premedication in the adult group, it was often 
found necessary to give it during the operation 
or in the immediate postoperative period. We do 
not feel that premedication had to be so light 
that the patient came to the operating room without 
sedation,! nor do we refuse Fluothane to those 
few patients who arrive for operation in a drowsy 
condition. It was noted in these latter cases that 
lower concentrations of Fluothane were adequate. 

Promethazine (Phenergan) was tried in 35 cases 
on the grounds that its anticholinergic properties 
might be substituted for those of atropine, but it 
was not found satisfactory. 


INDUCTION 


In infants, induction was by the “open drop” 
method. In small children, N,O alone followed by 
O. and Fluothane, or N,O+0,+Fluothane with 
relaxant, was used. In older children and adults, 
the established method of intravenous thiopental 
was the method of choice. 

A Schimmelbusch mask was used for open-drop 
induction in the youngest children. Fluothane was 
dropped on the mask at a slow rate. The speed 
of induction was considered to be rapid, and 
care was needed as the children entered deep 
planes of anzsthesia. Induction was dry and calm. 
Oxygen by catheter under the mask was considered 
a necessity, and depth of anesthesia could be 
varied rapidly. 

Induction with N,O supplemented by Fluothane 
was found to be similar-to that with cyclopropane, 
without struggling and vomiting, and the tendency 
to spasm and salivation. 

When intubation was to be performed, relaxa- 
tion was usually obtained by a suitable dose of 
succinylcholine chloride, except in the smaller 
children where sufficient relaxation was quickly 
and easily obtained with Fluothane in a light 
plane of anzsthesia. In all the methods of 
induction described above, the patients were ready 
for surgery in a few minutes. 


MAINTENANCE 


In infants, maintenance was by open-drop with 
a catheter under the mask. In small children, anes- 
thesia was maintained with a flow of N,O+O, 
4:2 |./min., plus Fluothane as required. A non- 
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return valve was used. In older children and adults, 
maintenance was the same as above, but a semi- 
closed system with circle absorption was used. 


The average concentration for maintenance of 


anesthesia using a non-return valve was 1.2%, 
and with a semi-closed system 0.8%, showing 
that some rebreathing occurred at the flow rates 
used. 


VAPORIZERS 


When this series was begun, the following 
vaporizers were tried: Foregger ether, Heidbrink- 
Trimar, Heidbrink ether, Marrett ether, Marrett 
Trilene and B.O.C. ether vaporizers. These types 
were calibrated with a total flow of 8 litres a 
minute, no allowance being made for such 
temperature changes as would be_ expected 
under normal working conditions. Fluid levels 
were maintained between readings by the addi- 
tion of Fluothane at room temperatures. Vapor- 
izers which showed a sudden rise in concentra- 
tion when turned on to their higher levels were 
considered dangerous and in _ practice were 
found to be so. For general usage, we recom- 
mend a vaporizer that delivers a maximum 
concentration of 2.5%. One of us accidentally 
turned a trichlorethylene (Trilene) vaporizer full- 
on instead of full-off at the end of a case. The 
patient was ventilated with what was thought 
to be pure oxygen, and suddenly became pulseless 
and apnoeic. He was rapidly brought back to 
normal when ventilated with pure oxygen. There 
is no doubt that any vaporizer can be used by 
the experienced anesthetist if there is sufficient 
care and attention, but for all-round use only 
those that give an upper limit of 2-3% would 
seem advisable. Some of the standard vaporizers 
have to be modified. Any vaporizer can be easily 
calibrated without complicated apparatus or 
laboratory facilities. The position of the vaporizer 
in the circuit is of considerable importance. In this 
series, it was always situated so that only new 
gases passed through it. 

In the majority of cases in this series, the 
Ohio Trimar vaporizer and the Marrett Trilene 
vaporizer without its central stem, were employed. 
Gases from the Trimar vaporizer were passed 
through the circle filter except when a non-return 
valve was used. The safety lock between the 
Trilene bottle and the soda lime canister was 
removed in the Marrett apparatus. Both were 
found to be extremely satisfactory. 

Examples of modification of a vaporizer are 
illustrated in Figs. 1 to 3. Fig. 1 shows the Marrett 
Trilene vaporizer without modification at 8 ]./min. 
delivering concentrations up to 15.4%. When the 
central stem is removed, the maximum concentra- 
tion is 2.2% with an open scale in the range 
where it is most frequently used (Fig. 2). The 
Ohio ether vaporizer can be converted into the 
Trilene vaporizer (Fig. 3) by removing the wick 
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Fig. 1.—Marrett Trilene. 


and replacing it with a Trilene stem and jar as 
provided by the manufacturer. This also gives an 
excellent scale. Calibration of wick-type vaporizers 
is not possible, as movement causes splashing of 
Fluothane up the wick, with marked variations 
in concentrations. 


RESPIRATORY SYSTEM 


Depression of respiration produced by increasing 
the amount of Fluothane was not a feature at 
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Fig. 2.—Modified Marrett (Trilene). 


concentrations used in this series, Tachypnoea 
occurred in less than 1% of cases and could 
usually be corrected by reducing the concentra- 
tions of Fluothane. 


RELAXANTS 


In the early cases of abdominal surgery in this 
series, Fluothane was used without a relaxant. Re- 
laxation was not adequate in the lighter planes 
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Fig. 3.—Ohio Trimar vaporizer. 
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of anzsthesia and when it was satisfactory in the 
deeper planes, hypotension and hypopneea usually 
developed. Because of the side effects of Fluothane, 
it was felt that supplementary use of muscle re- 
laxants was in all circumstances superior because 
it permits a lighter plane of anesthesia at all 
times without the deleterious effects of Fluothane. 
Succinylcholine chloride was used in graduated 
doses up to 40 mg. when intubation was performed. 
It was also used as a muscle relaxant in drip form 
in 559 cases in conjunction with N,O+0,+Fluo- 
thane with controlled respirations. A_ striking 
feature observed in these cases was the reduction 
in the amount of  succinylcholine required. 
Burn et al.* have claimed that succinylcholine 
chloride is antagonized by Fluothane. It was our 
clinical impression that the amount of succinyl- 
choline chloride used in a continuous drip for 
abdominal relaxation was less if Fluothane was 
the adjunct to N,O+0O, anesthesia than if 
meperidine (Demerol) was the adjunct. In 25 
cases, Fluothane and meperidine were compared 
as used by one anesthetist. The average dose of 
succinylcholine with Fluothane was 2.3 mg./min., 
whereas the requirement of meperidine was 
5.1 mg./min. These findings are not necessarily 
contrary to those of Burn, as there is possibly 
a dual action during continued succinylcholine 
administration. 

The persistent hypertension sometimes seen with 
N,O+0O,+meperidine and succinylcholine, which 
is unrelieved by hyperventilation, was absent when 
meperidine was replaced by Fluothane as the ad- 
junct. Tubocurarine was used as a muscle relaxant 
in 36 cases. We were not able to confirm 
Johnstone’s? observations that marked hypotension 
will develop when this relaxant is used. Up to 
15 mg. of tubocurarine was used in a single dose 
with a total dosage of 54 mg. No marked drop in 
blood pressure was noted other than would be 
accounted for by Fluothane alone. 

In 397 cases, gallamine triethiodide (Flaxedil) 
was used with single doses of 120 mg. up to a 
total of 300 mg. Laudexium methylsulfate 
(Laudolissin ) was used in seven cases. 


CARDIOVASCULAR SYSTEM 


In this series, pulse rates were slowed in pro- 
portion to the depth of anesthesia and to the con- 
centrations used. In the aged, the slowing of the 
pulse is more marked. Arrhythmias in the form of 
extrasystoles or pulsus bigeminus were more 
apparent in the absence of atropine. 

In cases where Fluothane and gallamine were 
used together, bradycardia was less apparent than 
when other relaxants were used. Riker and Wescoe* 
have pointed out that gallamine paralyzes the action 
of vagus on the heart. It is probable that this effect 
may give gallamine special significance during 
Fluothane anesthesia. 
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HYPOTENSION 


The hypotensive effect of Fluothane has been 
commented on by many authors. We have fre- 
quently noted some hypotension, of little conse- 
quence in the majority of cases; a drop of 10 mm. 
Hg systolic is often seen. In five cases, Fluothane 
was used as a hypotensive agent by using con- 
centrations in excess of normal requirements. 
Manually assisted respirations were usually re- 
quired, and furthermore there was a tendency to 
bradycardia and extrasystoles. 


In eight cases, phenacylhomatopinium chloride 
(Trophenium) was used with Fluothane, and a 
very satisfactory hypotensive state was obtained. 
In the aged, a more marked degree of hypotension 
-was noted when Fluothane was used. When the 
concentrations of Fluothane were reduced, the 
blood pressure usually returned to normal levels. 
In a few of these geriatric cases, it was thought 
advisable to discontinue Fluothane because of 
excessive hypotension. 


Hypotension in some cases with low concentra- 
tions of Fluothane was presumed to be due to 
inadequate atropinization; addition of atropine 
corrected the hypotension without the necessity of 
reducing the concentration of Fluothane. 


WaKING TIME 


All patients to whom this agent was administered 
recovered consciousness rapidly, irrespective of the 
duration of use. Most patients could respond to a 
simple command a few minutes after the termina- 
tion of anesthesia. 


VOMITING 


Vomiting was infrequently seen at the end of 
operation. , 


SUMMARY 


In 2000 patients, Fluothane was used as an adjunct 
to N,O+O, anzesthesia with semi-closed or non-return 
systems except in a few instances. Standard premedica- 
tion was used in the majority of cases; adequate atro- 
pinization was shown to be essential for Fluothane 
anesthesia. 

The vaporizer was placed so that only the new gases 
passed over it. _ 

The concentrations delivered must be accurately 
known with respect to the conditions under which 
Fluothane is used. Some types of vaporizers must be 
modified for such use. 

Hypotension was not considered to be a major factor. 

The persistent hypertension observed when meperi- 
dine is used as an adjunct to N,O+O0, and succinyl- 
choline was not experienced when Fluothane was the 
adjuct. 

All relaxants were used with Fluothane without ill 
effects. The amount of succinylcholine chloride required 
as a relaxant with Fluothane was less than with me- 
peridine. Fluothane was used in all age groups; lower 
concentrations should be employed in the elderly. 
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The Fluothane used in this study was provided by Ayerst, 
McKenna & Harrison, Ltd., Montreal. 


REFERENCES 


. EDITORIAL: Brit. M. J., 2: 514, 1957. 
2. JOHNSTONE, M.: Brit. J. Anzsth., 28: 392, 1956. 


: —— C. R. et al.: Canad. Anzxsth. Soc. J., 4: 246, 
d (. 


4, Burn, J. H. et al.: Brit. M. J., 2: 479, 1957. 


5. RIKER, W. F., JR. AND WESCOE, W. C.: Ann. New York 
Acad. Sc., 54: 373, 1951. 7" 


RESUME 


Les auteurs rapportent ici les résultats cliniques de 
Yadministration de Fluothane a 2.000 malades. On 
l’employa comme adjuvant de l’anesthésie au protoxyde 
d’azote en circuit semi-ouvert ou sans retour, saut dans de 
rares exceptions. La pré-médication habituelle fut employée 
dans la majorité des cas, et il importe que les sujets regoivent 
une dose convenable d’atropine. Le vaporisateur fut intro- 
duit dans le circuit de maniére a ce qu'il ne soit exposé 
qu’aux gaz neufs, Il est fort important de connaitre la 
concentration exacte de cet anesthésique par rapport a 
usage qu’on veut en faire, Certains vaporisateurs exigent 
quelques modifications pour permettre ce degré de pré- 
cision. L’hypotension obtenue fut de peu d importance. 
En présence de succinylcholine et de protoxyde d azote on 
n’observa aucune hypertension avec l'emploi de Fluothane 
comme on en trouve lorsqu’on se sert de Démérol. Tous les 
curarisants furent employés avec le Fluothane sans effet 
facheux. Lorsqu’il sert d’adjuvant a l’anesthésie la quantité 
requise de chlorure de succinylcholine est moins élevée que 
lorsque l’adjuvant est le Démérol. Des malades de tout age 
recurent du Fluothane; les patients 4gés ne demandent 
qu'une faible concentration. 


DANGER! DOCTORS AT WORK 


“Finally, there is the $64 question: Does medicine as we 
practise it really benefit mankind in the long run. It is 
possible to argue that doctors, by saving the lives of 
mental defectives, hamophiliacs, ihc and the like, 
are perpetuating undesirable genetic strains that would 
otherwise die out; and that by keeping old people alive 
they are throwing an ever-increasing economic burden on 
to the younger members of the community. Philosophers 
may argue these points as they will; we, as doctors, are not 
required to answer them. A doctor’s task is to heal the 
sick and to alleviate suffering, without thought of his 
patient’s age, colour, nationality, religion, or social worth. 
If he departs from this principle he is lost. The only 
really serious danger of any system of State medicine is 
that economic or political considerations might come to be 
regarded as important enough to interfere seriously with it. 
Such a contingency is remote in this country, but we have 
seen it happen under totalitarian regimes elsewhere.”— 
J. Forbes, Lancet, 2: 1226, 1958. 


MENTAL HEALTH IN THE UNIVERSITY 


“Fortunately, it is eens increasingly recognized that 


some men and women of undergraduate age need psycho- 
logical help which they should not be ashamed to seek, 
nor society reluctant to provide. Psychiatry has an important 
advisory and therapeutic part to play but it has not, nor 
should it seek, any monopoly in this field. The tutor, the 
general practitioner, and the psychiatrist, each has a part 
to play; but it is important that the availability of the 
various sources of skilled help should be known to under- 
graduates and, at least as important, that those providin 

the help should be known to each other so that men an 

women in need of help are most likely to make contact 
with the source of skilled help appropriate to their diffi- 
ao W. Davy: Cambridge Univ. M. Soc. Mag., 36, 
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SCURVY AND ITS PREVENTION BY 
VITAMIN C FORTIFIED 
EVAPORATED MILK* 


DAVID GREWAR, M.B., Ch.B., 
D.C.H., M.R.C.P., Winnipeg 


Our EXPERIENCE with almost 40 cases of infantile 
scurvy in Manitoba between 1953 and 1958 en- 
courages the belief that this disease could be 
abolished by the simple expedient of fortifying 
evaporated milk with vitamin C. An opportunity 
to test the efficacy of such a product by its applica- 
tion to the cure of three cases of infantile scurvy has 
now presented itself and is here reported. It is 
reasonable to assume that a product capable of 


TABLE I.—Viramin C Content oF VITAMIN C ForTIFIED 
P.S.E.M. FORMULA A 

Mg. vitamin 

C/reconstituted 





Sample A (used in Case 1) quart 
Before terminal huination. ety ae oe ie nate 103 
After terminal sterilization. ............. 74 


Sample B (used in Case 3) 
After terminal sterilization. ............. 94 


curing scurvy would easily prevent it. The prod- 
uct,t a partially skimmed evaporated milk, was for- 
tified with vitamin C as well as vitamins A and D 
at the time of its manufacture so as to contain not 
less than 5 mg. of ascorbic acid per fluid ounce of 
evaporated milk (approximately 75 mg. per stand- 
ard 15-oz. can). In order to add to the rigour of test- 
ing, the cans of milk were left in a warm room for 
more than six months before being opened and 
used. The milk was then prepared for formula in 
the usual way by mixing with equal parts of water 
and adding white sugar. The standard hospital 
practice of terminal sterilization was employed 
before the formula was used in the test cases 
(autoclaving at 215° F. for 15 minutes). Random 
samples of formula thus treated were tested on 
two occasions for vitamin C content by the De- 
partment of Biochemistry, University of Manitoba 
Medical School. The results are shown in Table I. 

Three consecutive cases of infantile scurvy at 
the Children’s Hospital of Winnipeg during the 
three month period December 1958 — February 
1959 were treated with this formula as their only 
source of diet for a period of three weeks. They 
received no other source of vitamin supplement 
during the test. In two of the three cases, however, 
intercurrent respiratory infection required anti- 
biotic treatment. 





*From the Department of Pediatrics, University 6f Manitoba, 
and The Children’s Hospital of Winnipeg. 

+“Nutrilac’, supplied by Borden Co. of Toronto, Canada. 
The product will subsequently be referred to as vitamin C 
fortified P.S.E.M. (vitamin C fortified partially skimmed 
evaporated milk). 
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CasE REPORTS 


CasE 1.—R.B., a boy, aged 8 months, admitted to 
the Children’s Hospital on November 12, 1958, from 
the out-patient department with a provisional diag- 
nosis of poliomyelitis or an unspecified lesion of 
lumbar vertebre: 

For two weeks he had been screaming whenever 
moved or handled. He was the second-born of indigent 
parents. He had been fed an evaporated milk formula 
since birth and intermittently some cereal, but no 
other dietary supplements. He had received no regular 
health supervision or any form of immunization, 
although visited on more than one occasion by a public 
health nurse who urged attendance at a local child 
health centre. 

The infant was irritable and pale, but well nourished. 
The legs were tender and the limbs appeared weak. 
A lumbar puncture was done on suspicion of polio- 
myelitis. The spinal fluid was normal. After admission, 
acute angulation at the costochondral junction was 





Fig. 1b 
Radiological changes in infantile scurvy after the use of 
vitamin C fortified P.S.E.M. 


Fig. 1a.—Case 1, before treatment. Fig. 1b.—After 2 weeks 
of vitamin C P.S.E.M. 


Fig. 1a 


noted and a radiograph of the long bones confirmed 
the presence of active scurvy. The findings included 
Fraenkel’s line with juxtaepiphyseal radiolucency, loss 
of bone: trabeculation, and pencilling effect of the 
peripheral margins of the epiphyses, as well as the 
“corner sign” (Fig. 1). A radiograph of the chest 
showed considerable expansion of the costochondral 
junctions, but was otherwise normal. The other in- 
vestigations, including hzmogram, urinalysis, electro- 
cardiography and tests of the stool and serum for 
neurotropic virus, were all negative. The serum 
ascorbic acid was 0.14 mg. % (average normal 0.55 
mg. %; scurvy range of defciency 0-0.3, saturation 
1-2 mg. %). 

He was given vitamin C fortified P.S.E.M. formula, 
taking between 30 and 36 oz. daily. He received no 
other treatment and no other source of vitamin C. 
Within five days there was general improvement in 
disposition. He became less irritable and less resentful 
when the lower limbs were handled. He was soon 
playful, happy and free of tenderness of the limbs. 
Improvement was maintained and after two weeks, 
radiographs of long bones showed signs of healing 
scurvy (Fig. 1b). He was, by now, in all respects a 
normal healthy infant. 





978 GrEWAR: ScuRVY PREVENTION 


The serum ascorbic acid levels showed a rise at 
eight days to 0.18 mg. % and at 21 days to 1.34 mg. %. 


Case 2.—H.C., a boy aged 10 months, was admitted 
to the Children’s Hospital on December 10, 1958, 
from the out-patient department with a provisional 
diagnosis of bilateral otitis media and_ possible 
meningitis. 

His ears had been discharging for two days after a 
“head cold” and for about one week he had been irri- 
table, especially when his legs were moved. He was 
quiet when at rest in his carriage but showed stiffness 
and pain in the legs when diapers were changed, and 
he resented attempts to pick him up. He was the 
youngest of eight children. The father was periodically 
employed as a truck driver. The family lived in poor 
circumstances, in an overcrowded, ill-furnished home, 
and required financial aid from time to time from 
welfare agencies. The child had been fed an evaporated 
milk formula from the time of birth and also canned 
baby foods from time to time since five months of age. 
He had received no other dietary supplements, although 
these had been recommended by a visiting public 
health nurse. He had no health supervision and had 
not been immunized in spite of the mother’s being 
made aware of free infant welfare clinic services 
close at hand. 

Physical examination: The infant looked ill, although 
he was well nourished, and cried almost incessantly 
whenever handled. He screamed whenever his legs 
were touched. Left alone, he lay quietly in the “pithed 
frog position”. There was bilateral suppurative otitis 
media. A lumbar puncture was performed. The spinal 
fluid was normal. Scurvy was considered as an alter- 
native diagnosis, and radiographs of the long bones 
confirmed its presence. Fraenkel’s line, pencilling of 
the epiphyses and loss of trabeculation were apparent 
(Fig. 2a). 

A radiograph of the chest showed expansion of the 
costochondral junction and a right-sided broncho- 
pneumonia. A coagulase-positive Staphylococcus 
aureus was isolated from the tar discharge. The hzemo- 
gram was normal apart from’a neutrophilia. Urinalysis 
and electrocardiogram were normal. On account of a 
misunderstanding, the serum ascorbic acid was not 
estimated. 

He was given vitamin C fortified P.S.E.M. formula 
and an antibiotic. He received no other treatment. He 
took between 24 and 36 oz. of formula daily. There 
was a definite clinical remission in the signs of scurvy 
by the sixth day, when the limbs were no longer 
tender. He was playful and enjoyed being lifted and 
handled. After two weeks, radiographs of the long 
bones showed healing scorbutic changes (Fig. 2b). 
The otitis media and pneumonia soon resolved and 
the general clinical remission was maintained. 


CasE 3.—L.R., a boy aged 10 months, was admitted 
to the Children’s Hospital on January 26, 1959, from 
the out-patient department with a provisional diagnosis 
of scurvy or osteomyelitis involving the lower limb. 

For three weeks his legs had seemed painful. He 
cried whenever diapers were changed, and showed 
no inclination to sit up or attempt to stand as he 


had done before. There was no history of trauma. He* 


was the youngest of eight children whose father had 
recently become unemployed. The mother, described 
as a good homemaker, had successfully reared the other 
children, none of whom had had any similar complaint. 


» 
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Fig. 2a Fig. 2b 
Radiological changes in infantile scurvy after the use of 
vitamin C fortified P.S.E.M. 


Fig. 2a.—Case 2, before treatment. Fig. 2b.—After 2 weeks 
of vitamin C P.S.E.M. 


She had been unsuccessful with breast feeding in her 
first two children, and this infant had been given an 
evaporated milk formula since birth. He had been 
offered cereals and canned baby foods intermittently. 
He had received no vitamin supplements except for 
two sample bottles given at the time of his mother’s 
six-week post-natal examination. This supply, given 
regularly in the usual 5-drop daily dose, would last no 
more than three weeks. He had received no regular 
medical supervision, and the mother disregarded most 
of the advice of a visiting public nurse, who eventually 
referred him to the hospital. He had not been im- 
munized. 

The infant was rather pale but well nourished. 
He was quite content to lie in his mother’s lap, but 
cried out in pain whenever his legs were moved or 
handled. The diagnosis of scurvy entertained in the out- 
patient department was confirmed by radiological exa- 
mination of the long bones. Fraenkel’s line, loss of 
trabeculation, and pencilling effect of the epiphyseal 
centres as well as the “corner sign” were present. He 
was admitted to hospital where the only other notable 
physical finding on palpation of his chest wall was 
acute angulation of the costochondral junction. 

Hzemogram and serum iron estimation indicated a 
mild hypochromic microcytic anemia. Urinalysis and 
electrocardiogram were negative. Serum ascorbic acid 
was 0.35 mg. %. 

He was given vitamin C fortified P.S.E.M. formula 
as his only diet. He developed an intercurrent otitis 
media and bronchitis which necessitated antibiotic 
therapy. The intercurrent respiratory illness made 
difficult an accurate clinical assessment of his response 
to the anti-scorbutic formula, but there was a notable 
improvement in his general condition and well-being by 
the sixth day. The limbs by then showed no tender- 
ness and he was just about willing ‘to try to pull 
himself up and bear weight on his lower limbs. Radio- 
graphs of the long bones after two weeks showed 
healing scurvy. The serum ascorbic acid level showed a 
fourfold rise to 1.4 mg. % on the tenth day. The 
respiratory infection resolved. 


DISCUSSION 


It is evident in this clinical experiment that all 
three cases of active infantile scurvy promptly re- 
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covered when vitamin C fortified evaporated milk 
formula provided their only source of vitamin C. 
The clinical signs of recovery were supported by 
serial radiological changes demonstrating healing, 
and in two cases by measurement of the serum 
ascorbic acid showing a rise from scorbutic levels 
into the healthy normal range. 


TABLE II.—Serum Ascorsic Actp LEVELS (MG.%) AFTER 
UsE or ViraMINn C Fortiriep P.S.E.M. 





Days 
0 10 21 
Mls he tae peta 0.14 0.18 —— 1.34 
WHR =. ec th ewes 0.35 a 1.4 —— 


The average interval of five days between the 
start of the vitamin C fortified P.S.E.M. formula 
and the quite dramatic general improvement with 
loss of tenderness of limbs and return of activity 
compares favourably with the response to con- 
ventional therapeutic regimens using ascorbic acid 
in various forms and dosage. The infants showed 
favourable weight gain during the period of the 
experiment. The vitamin C fortified P.S.E.M. 
formula was continued as the sole diet for three 
weeks, when, there being no signs of relapse, the 
experiment was discontinued and before discharge 
the infants were placed on a mixed diet with 
vitamin supplements. The product had been sub- 
jected to the adverse effects of prolonged storage in 
cans at warm temperature and sterilization by 
heat after opening of the cans and mixing with 
water. It is not likely that everyday domestic use 
would impose any greater challenge to the pre- 
servation of anti-scorbutic quality. 


The practicability of evaporated milk as an anti- 
scorbutic vehicle is evident, and its potency is 
proven by the exacting test of cure of clinical scurvy. 
It is therefore desirable to adopt the fortification of 
evaporated milk with vitamin C as standard prac- 
tice for the following reasons. 


1. Breast feeding, the only natural protection 
against scurvy, is unfortunately in decline and the 
great majority of infants nowadays are artificially 
fed. Evaporated milk has achieved wide acceptance 
in this regard, so that its fortification with vitamin 
C would provide wide anti-scorbutic protection. In 
fact, one would expect the same reduction in in- 
cidence of scurvy as occurred with rickets when 
evaporated milk was fortified with vitamin D. 

2. Overt infantile scurvy is endemic in several 
areas of Canada.? It is notable that following a pre- 
vious report of 33 cases at the Children’s Hospital, 
Winnipeg, from 1953 to 1956, no further cases ap- 
peared until November 1958. Since then a further 
four cases have been admitted, The diagnosis in 
the first two of these recent admissions was at 
first overlooked, and this in a centre sensitive to 
the incidence of scurvy. It is not unreasonable to 
suggest that there are many missed cases of scurvy 
in both its overt and subclinical forms. 
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3. The disease occurs for the most part in circum- 
stances of poverty and ignorance. The best pre- 
ventive efforts of public health authorities are often 
defeated by contrariness and lack of co-operation as 
well as by inaccessibility. There always will be a 
hard core of people who will not avail themselves 
of public health facilities, even when close at hand, 
in spite of earnest efforts on the part of nurses and 
others to educate and advise. 


4, Geographical location and several physical and 
social factors often dictate the use of evaporated 
milk as a, staple article of diet without supple- 
mentary sources of vitamin C, such as citrus fruits. 
The Indian and Eskimo tribes, forsaking their 
traditional feeding habits for the white man’s food, 
and the elderly and often edentulous widower living 
on tea, bread and milk come freely to mind as 
examples. 

5. The additional cost of the vitamin C fortifica- 
tion of evaporated milk is negligible. There are no 
contraindications to receiving vitamin C and no ill 
effects from excess of it. 


SUMMARY 


A clinical experiment is described which demon- 
strates the efficacy and practicability of vitamin C 
fortified evaporated milk as an anti-scorbutic. 


Three infants with overt scurvy recovered promptly 
when sucha product was used to provide their only 
source of vitamin C. 


The fortification of evaporated milk with vitamin C 
as standard practice is advocated as a realistic means 
of preventing infantile scurvy. 


I wish to thank Professor Harry Medovy for his advice 
and encouragement in this study. 

The ascorbic acid content of the P.S.E.M. formula was 
carried out by H. J. Suderman, Assistant Professor of Bio- 
chemistry, Department of Biochemistry, University of 
Manitoba. 


The serum ascorbic acid levels were estimated by the 
Clinical Nutrition Laboratory, Department of National 
Health, Ottawa, Canada. 


The vitamin C P.S.E.M. formula was supplied by The 
Borden Company, Toronto, Canada. 
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RESUME 


Le scorbut infantile gagne de Timportance depuis 
quelques années comme le reflétent certains articles parus 
antérieurement dans cette revue. L’auteur de la présente 
communication préconise l'emploi de lait évaporé enrichi 
d’acide anti-scorbutique comme moyen simple et efficace 
de prévenir cette déficience vitaminique. Il montre com- 
ment une préparation fournie par une laiterie de Toronto 
sous le nom de “Nutrilac”, et ne contenant pas moins de 
5 mg. de vitamine 4 lonce a rétabli le niveau normal 
acide anti-scorbutique chez trois enfants atteints de 
scorbut. Il semble que la stérilisation 4 l’autoclave du lait 
évaporé, reconstitué 4 son volume normal, n’abaisse pas de 
facon importante la teneur en vitamine C. Quant au 
produit lui-méme, il semble se conserver indéfiniment dans 
ses boites métalliques scellées, 4 température de la chambre. 
L’auteur insiste sur le fait que si cette préparation permet 
de guérir le scorbut une fois déclaré, a fortiori en pré- 
viendra-t-elle le développement. 
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FATAL MYOCARDITIS 
COMPLICATING INTERSTITIAL 
PNEUMONITIS: A REPORT 

OF THREE CASES* 


D. F. MORROW, M.D., C.M.t and 
C. J. COADY, M.D., C.M.,+ 
New Westminster, B.C. 


ACUTE NON-RHEUMATIC myocarditis is a not uncom- 
mon but usually unexpected finding at autopsy. 
Saphir,’ in his excellent review of myocarditis, 
reports 186 cases of non-rheumatic myocarditis in 
5626 consecutive autopsies on adults. A similar 
study by Saphir on children showed an incidence 
of 6.8%. Fine, Brainerd and Sokolow,? using serial 
clinical and electrocardiographic examination on 84 
cases of various infectious diseases, report 5.9% 
borderline electrocardiograms suggestive of myo- 
carditis. 

Frequently an isolated idiopathic or Fiedler’s 
myocarditis*-> is the only autopsy finding, although 
Tedeschi and Stevenson* point out that a con- 
comitant upper respiratory infection or interstitial 
pneumonia is found sufficiently often to suggest 
that perhaps “isolated myocarditis is in reality a 
manifestation of a more generalized disease 
process”. 

Schmidt,* in experimental work with apes suffer- 
ing from myocarditis, was able to isolate a virus 
which induced an acute myocarditis and encephali- 
tis in mice. 

Finland’ and Bowen‘ have reported acute myo- 
carditis complicating influenzal pneumonia, and 
the isolation of influenza A virus from lung tissue. 
Javett® and Kibrick and Benirschke’’ have reported 
isolation of Coxsackie B virus from four infants with 
acute myocarditis, pneumonitis and encephalitis. 

During a four-month period from April to August 
1958, there were three cases of sudden death at 
the Royal Columbian Hospital, which at post- 
mortem examination presented similar and unex- 
pected pathological findings. In each case the 
history suggested a common etiological agent. 


Case 1.—A 36-year-old woman, who was in good 
health until three weeks before admission to hospital, 
developed a slight cough with wheezing and dyspneea. 
Initial examination revealed what appeared to be a 
mild pneumonitis and she was given antibiotics at 
home. Her condition failed to improve, and three days 
before admission to hospital she developed fever, 
chills and increasing dyspnoea. Her cough was pro- 
ductive of a small amount of clear mucus, which in 


*From the Pathology Department, Royal Columbian Hospital, 
New Westminster, B.C. 


*Resident in Pathology, Royal ol i ite New 
Wastninster Bee zy yal Columbian Hospital, New 


¢Director of Laboratories, Royal Columbian Hospital, New 
Westminster, B.C. 
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Fig. 1.—Case 1. Photomicrograph of myocardium showing 
marked lymphocytic infiltration. H & FE stain x 300. 


hospital was noted to be bloodtinged. On admission, 
she was severely dyspnoeic, cyanosed and in shock. 
There was some injection of the pharynx, the respiratory 
movements were rapid and laboured, and there were 
rales throughout both lung fields. The cardiac apex 
was not displaced. The apex rate was 100, and the 
blood pressure 60/40 mm. Hg. A chest radiograph 
showed a mottled density obscuring the lower two- 
thirds of the right lung field and a similar perihilar 
type of density on the left side. There appeared to be 
pleural thickening at the right costophrenic sulcus. 
The appearance was suggestive of bilateral pulmonary 
oedema, but an extensive bilateral pneumonitis could not 
be ruled out. The patient failed to respond to 
emergency treatment of shock and died approximately 
four-and-a-half hours after admission. 

At autopsy, the heart weighed 475 grams and was 
normal in shape. The ventricular myocardium was 
pale, with slight yellowish mottling and hyperemia 
in the subepicardial area. The valves were quite 
normal and the coronary vessels showed slight athero- 
sclerotic plaque formation. There was slight athero- 
matous change in the aorta. The left lung weighed 
675 g., the bronchi contained a small quantity of 
tenacious mucus, and the cut surface was firm and 
congested in appearance. The right lung weighed 
950 g. and there was approximately 700 c.c. of clear, 
straw-coloured fluid in the right pleural cavity. 
There were a few dense pleural adhesions in 
the right pleural gutter. On palpation there was some 
nodularity to the lung, especially in the inferior seg- 
ment of the right upper lobe. Examination of the cut 
surface showed congestion and patchy areas in which 
there were firm greyish cords. There was a small 
amount of mucus in the bronchial tree. The liver 
weighed 2050 g. and was normal on the external sur- 
face. The cut surface showed a nutmeg appearance. 
The spleen weighed 350 g. and was markedly con- 
gested. The stomach and duodenum showed numerous 
small petechial hemorrhages in the mucosa. The 
kidneys weighed 190 and 200 g. and were normal on 
the external surface and the cut surface. The renal 
pelvis showed numerous petechial hemorrhages in the 
mucosa. The cranial cavity and contents showed no 
unusual] features. 
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Microscopic: 


The lungs showed that many alveoli were filled with 
fluid and numerous heart failure cells. The alveolar 
walls were thickened and in some areas lined by a 
very dense hyaline membrane. There were scattered 
lymphocytes and macrophages throughout the inter- 
stitial tissue. The myocardium showed cedema of 
muscle fibres, patchy areas of necrosis and large numbers 
of lymphocytes and macrophages. The liver showed 
moderate central lobular congestion. Sections from the 
stomach showed small areas of interstitial haemorrhage 
in the submucosa. The spleen and kidneys were 
markedly congested. Sections from the brain showed 
no abnormality. 


Case 2.—A 15-month-old girl was admitted to hos- 
pital on July 29, 1958. Her mother stated that for a 
period of three weeks before admission the child had 
been generally unwell, although there were’ no specific 
signs or symptoms. On questioning, the mother stated 
that the child had been losing weight, and that three 
days before admission she developed swelling, parti- 
cularly about the eyelids and cheeks. Her respirations 
became more rapid and grunty in character. On ad- 
mission to hospital the child was in shock. She was 
afebrile, but her respiration rate was 44 and she was 
in great respiratory distress. She had moderate cedema 
of the face, hands and feet. The external jugular veins 
were markedly distended. Examination of the chest 
revealed harsh breath sounds, but with adequate air 
entry and no adventitious sounds except at the base of 
the right lung where transmission of breath sounds 
was somewhat diminished. The heart sounds were 
muffled and the apex rate was 40. The abdomen was 
protuberant, with a fairly large umbilical hernia. The 
liver was palpable three fingers’-breadths below the 
right costal margin. The spleen was just palpable. There 
was demonstrable ascites. Examination of the nervous 
system revealed no specific findings. Chest radiography 
revealed a cardio-thoracic ratio of 10 to 15.5 cm. There 
were increased vascular markings and a homogeneous 
shadow in the middle third of the right lung field. 
The findings were interpreted as cardiac enlargement 
with pulmonary congestion. 

Laboratory findings.—Hzemoglobin value 10.7 g. per 
100 ml.; W.B.C. 12,700; differential count, neutrophils 
45, lymphocytes 49, monocytes 4, eosinophils 1. E.S.R. 
3 mm. in one hour. 

Urinalysis.—-W.B.C. 1-2 per high power field, R.B.C. 
1 to 3 per high power field, protein—plus 2. Microscopic: 
A few epithelial cells and occasional granular casts. 
E.C.G. indicated a sinus rhythm with a heart rate of 
140. The heart was rotated but otherwise there was 
no abnormality. 

Digitalization was carried out with some temporary 
improvement, but the child died suddenly approximately 
28 hours after admission. 

At autopsy, there was cedema of the face, hands and 
feet. There was a moderate amount of clear, straw- 
coloured fluid in both pleural cavities, and the peri- 
cardial cavity contained a large amount of clear fluid. 
There was very marked cardiac enlargement, with 
pronounced dilatation of the left ventricle. The endo- 
cardium and myocardium showed no gross aknormality. 
The lungs were uniformly firm to palpation, and the 
cut surface showed a marked congestion. The pulmonary 
vessels and bronchi were not’ abnormal. The peritoneal 
cavity contained a moderate amount of clear, straw- 
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coloured fluid. The liver was very large and presented 
a nutmeg appearance. The spleen was slightly enlarged 
and congested. There was no gross abnormality of the 
kidneys. ° 


Microscopic: 


The myocardium showed marked cedema and ag- 
gregations of lymphocytes throughout the field. There 
was no apparent necrosis of muscle, and there were 
no Aschoff nodules. The lungs presented a solid ap- 
pearance with scattered dilated alveoli and very pro- 
nounced thickening .of the interstitial tissue. The 
interstitial tissues showed hyalinization with scattered 
lymphocytes, polymorphonuclears and numerous large 
phagocytic cells. Many of the alveoli contained fibrinous 
exudate and numerous large phagocytic cells. Sections 
from kidneys showed many of the collecting tubules 
to be filled with red cells and there was cloudy swelling 
of the convoluted tubules. The spleen was very con- 
gested. Unfortunately, examination of the brain was 
not carried out in this case. 


Case 3.—A 2h-year-old girl was seen by her doctor 
in July 1958, because of fever and cough of two days’ 
duration. Her past history was negative with the 
exception of an episode of measles in February 1958, 
from which she appeared to recover fully. She was 
pale, listless and somewhat undernourished, with a 
temperature of 100.2° F. There was slight injection 
of the pharynx, but no enlarged lymph nodes. Examina- 
tion of the chest revealed no rales or rhonchi. The 
child was given, chloramphenicol for two days, but 
because of vomiting this was discontinued and she 
was given penicillin by injection. The mother stated 
that the child seemed considerably improved on this 
therapy, and further examination on August 5, 1958, 
revealed no physical signs and a normal temperature. 
On August 12, 1958, the child again developed fever 
and cough. The following day she showed increasing 
respiratory stress and was admitted to hospital. She 
was then very pale and severely dyspneeic. An ad- 
mission chest radiograph showed increased broncho- 
vascular markings bilaterally, suggesting a broncho- 
pneumonic process. The cardio-thoracic ratio was 
10.5 to 17. 


Laboratory findings.—Hb value 10.7 g. %, packed cell 
volume 32%, E.S.R. 17 mm. in one hour. W.B.C. 7000. 





Fig. 2.—Case 3. Photomicrograph showing aggregates of 
lymphocytes in meninges. H & E stain xX 300. 
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Fig. 3.—Case 3. Photomicrograph of lung showing dense 
hyaline membrane and scattered macrophages and lympho- 
cytes in the interstitial tissue. H & E stain X 300. 


Differential: neutrophils 60, staff 20, lymphocytes 18, 
monocytes 1, metamyelocytes 1. Bacteriology: swabs 
from nose and throat cultured a heavy growth of 
diphtheroids, Strep. viridans and N. catarrhalis. 


The child was placed in a croupette and given 
intensive chloramphenicol therapy. She rapidly became 
cyanosed and died approximately 1% hours after ad- 
mission. 


At autopsy, external examination of the body was 
negative. There was bilateral bloody pleural effusion, 
and both lungs were very cedematous. The bronchial 
tree and pulmonary vessels were normal. The heart 
was of normal size and configuration. The abdominal 
cavity contained a small amount of bloodstained fluid. 
The abdominal organs were normal in size, shape and 
position. The brain was oedematous, but otherwise un- 
remarkable. 


Microscopic: 

Sections from the brain showed numerous subarach- 
noid aggregates of lymphocytes. Sections from the myo- 
cardium showed ‘cedema, lymphocytes scattered 
throughout the field and patchy areas of necrosis. 
Sections from the lungs showed diffuse thickening of 
the alveolar walls with deposition of fibrin, numerous 
lymphocytes and phagocytes. Many of the alveoli 
were lined by a dense hyaline membrane. In the liver 
there were scattered lymphocytes throughout the 
parenchyma, but there was no evidence of liver 
necrosis. The adrenals were unremarkable. Sections 
from the kidneys showed numerous lymphocytes 
scattered throughout the interstitial tissue, particu- 
larly in the subcapsular area. There was swelling and 
some necrosis of convoluted tubular epithelium. The 
glomeruli were unaffected. Many of the collecting 
tubules contained a large number of red cells. 


DISCUSSION 


The natural history and pathological findings in 
each of the three cases presented suggests a com- 
mon viral etiology. In all probability, the onset of 
myocarditis led to acute heart failure and the un- 
timely fatal outcome. The nature of the disease 
process was not suspected until microscopic ex- 
amination of tissues was done, and this largely 


> 
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precluded the possibility of carrying out viral 
studies. 

The pathological physiology of myocarditis in 
viral diseases is not completely understood. Lesions 
may be due either to the toxic products of viral 
disease, or direct viral invasion of the myocardium.’ 
One of our cases showed microscopic evidence of 
nephritis, hepatitis and meningitis, which makes it 
tempting to postulate the occurrence ‘of a vir- 
zemia with direct invasion of these organs. 


SUMMARY 


Three cases of sudden, unexpected death attributable 
to acute myocarditis are presented. All three cases 
were in females, aged 15 months, 2% years, and 36 
years. In each case there were symptoms and signs 
of a rather mild respiratory infection, beginning three 
to four weeks before the acute fatal episode. The 
pathological findings were strikingly similar and con- 
sisted of a marked interstitial pneumonitis and myo- 
carditis. One case showed in addition microscopic 
evidence of hepatitis, nephritis and meningitis. 


ADDENDUM: 


Oseasohn, Adelson and Kaji! recently reported 33 
fatal cases of influenza, 12 of which had interstitial 
pneumonia with hyaline membranes. Acute myo- 
carditis was present in 10 cases. Asian influenza virus 
was isolated from various tissues, and this is possibly 
the first recorded instance of viral isolation from the 
myocardium. The pathological picture in these cases co- 
incides with our findings, although the duration of ill- 
ness was somewhat shorter and unaccompanied by a 
latent period before the acute fatal episode. 
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INTEGRATING THE SPECIALTIES 


“This problem of integration between different fields is 
an enormous one today, particularly with increasing special- 
ization. The answer may be the setting up of professorial 
chairs specifically for such integration, to be filled by 
persons with training in two or more fields and having the 
necessary synthetic type of mind. If this does not happen, 
one can foresee a time when there will be a beautiful under- 
standing and analysis of many tiny parts but no one who 
can put the bits back together again to make the thing 
run. There is also the difficulty of communication between 
these different specialties and the need for interspecialt 
interpreters—not just on account of the volume of the wor 
produced but also because of the increased technicality of 
the language involved.”—M. H. Sheard: Connecticut Med., 
23: 242, 1959. 
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SALICYLATE INTOXICATION 
IN THE ELDERLY 


D. A. KAVELMAN, M.D.,* 
Hamilton, Ont. 


SALICYLATE INTOXICATION in pediatric practice is 
not uncommon. Salicylate compounds are known 
to have caused 113 deaths in the United States 
in 1952, 86 of them in children under five years 
of age. Poisoning in adults is usually caused by 
the ingestion of massive doses of salicylate in a 
suicidal attempt.’ With the greater number of 
older people in our population and the consequent 
increase in degenerative diseases controllable with 
salicylates, this problem may well increase in mag- 
nitude. The following presentation is of interest 
because of the rarity of this condition in elderly 
patients. 


TABLE I.—Lasoratory FINDINGS 





Serum 
Blood urea wens — 

nitrogen Sodium Potassium Chloride Bicarbonate Salicylate 

(mg.%) (mEq. /l.) (mEq. /l.) (mEq. /l.) (mEq. /l.) pH (mg.%) 
a ee oe 34 123.5 4.4 113 90.0 
Be eel oak bread ti 74 130.8 3.8 106 10.7 40.0 
ID soi « 2 areca 34 127.7 3.2 98 15.6 7.69 30.7 
Es 6.54 Succes 7.50 23.0 
tex 141.1 3.7 ~ 109 15.4 7.70 20.0 
eae eee 20 146.0 3.6 118 16.2 7.67 6.8 
MPs ick s adda cuca’ 16 150.2 4.0 122° 17.0 7.60 2.3 

BP Kasha Faves ate: 2.25 


An 89-year-old white woman was admitted to the © 


emergency department of the Hamilton General Hos- 
pitals at 4.15 p.m. on December 6, 1958, with a history 
of having taken 100-200 five-grain tablets of acetyl- 
salicylic acid approximately 48 hours earlier. She had 
been taking this drug for the control of pain of a mild 
chronic osteoarthritis for many years, hence a large 
supply was readily available. She became more 
lethargic and confused than usual that night, and had 
vomited an unknown number of these tablets. The 
day before admission she had continued to vomit; 
hospital admission was refused by the patient at this 
time. The day of admission she became more stuporous, 
and transfer, to hospital was arranged. 


The right breast had been amputated 25 years be- 
fore. The family had been told many years ago that 
the patient suffered from diabetes mellitus, but no 
investigation or treatment had been undertaken. 

On examination she was semicomatose and moder- 
ately dehydrated. The temperature was 102° F. 
rectally. Her respirations were 32/min., deep and 
regular. Skin was hot and dry; tongue dry, fissured 
and coated. There was no smell of acetone on the 
breath. Her pulse was 140/min. and _ irregularly 
irregular. The blood pressure was 140/60 mm. Hg, 
and a grade II pansystolic murmur was heard all over 
the precordium, with maximum intensity over the 
tricuspid area. A few fine crackling rales were heard 
in both lung bases. Reflexes were hypotonic but pres- 
ent. Plantar responses were equivocal. 


*Resident in Medicine, Hamilton General Hospitals. 
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The following laboratory examinations were per- 
formed on admission: urinalysis— glucose 2 plus, 
albumin trace, acetone negative, microscopic normal; 
blood sugar, 97 mg. %; blood urea nitrogen, 34 mg. %; 
serum sodium, 123.5 mEq./l.; potassium, 4.4 mEq./1.; 
chloride, 113.0 mEq./1.; salicylate, 90 mg. %. 

It was thought that this patient had a metabolic 
acidosis due to ingestion of acetylsalicylic acid, com- 
plicated by arteriosclerotic heart disease and cardiac 
failure. Consequently she was treated with intravenous 
fluids (including sodium bicarbonate and M/6 sodium 
lactate), and digoxin by the intramuscular route. It 
was thought wise that she receive penicillin as well, 
as the possibility of a superimposed basal pneumonia 
could not be ruled out. 

On the morning of December 8, the serum pH was 
7.69. The use of M/6 sodium lactate and sodium 
bicarbonate was immediately discontinued, and treat- 
ment was carried on with 5% glucose in saline and in 
water, sufficient to produce 1500 to 2000 ml. urinary 
output per 24 hours. With good nursing care, she 








improved to her normal state within the next few 
days. Laboratory results are summarized in Table I. 

She progressed well in hospital until the 17th hos- 
pital day, at which time she began to cough up 
yellowish sputum. Her temperature rose to 101° F. 
The sputum on culture showed a heavy growth of 
Staphylococcus pyogenes, sensitive to chloramphenicol 
and erythromycin. In spite of treatment with these 
antibiotics and appropriate supportive therapy, she 
succumbed to a staphylococcal bronchopneumonia on 
the 23rd hospital day. Permission for autopsy was 
refused. 


DIscussioNn 


Fatal doses of various salicylates are reported 
by Lucas® as: sodium salicylate, 4-12 g. (60-180 
grains); acetylsalicylic acid, 30 g. (450 grains); 
oil of wintergreen (in children), 6 c.c. (144 drams). 
The present patient is reported to have taken 
somewhere between 33 and 67 g. (500-1000 grains ) 
of acetylsalicylic acid, which exceeds the recorded 
fatal dose; however, she vomited an unknown 
number of these tablets, so she undoubtedly 
absorbed a dose closer to the lower level tha 
the upper one. 

Farber et al. gave 12 g. of acetylsalicylic acid 
to 10 normal adult men over a period of eight 
hours and produced symptoms of salicylism in all. 
The average peak blood salicylate level obtained 
was 39 mg. % (range 30.1 to 50.3 mg. %), two 
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hours after the final dose of the drug and still 30% 
of the peak value 24 hours after the final dose. 
In our case, the salicylate level 48 hours after in- 
gestion was 90 mg. %, and detectable amounts 
(2.25 mg. %) were still present 11 days later. 


In conjunction with the preparation of this paper, 
the serum salicylate level was determined in four 
patients receiving salicylates on a long-term basis; 
the results are presented in Table II. The extreme 


TABLE II.—Btoop SauicyLtatTEeE LEVELS IN PATIENTS 
RECEIVING LONG-TERM THERAPY WITH ACETYLSALICYLIC ACID 


ASA dosage Salicylate 
per day levels 
50 grains 
3 g.) 
80 grains 
(5.3 g.) 
40 grains 
(2.7 g.) 
60 grains 
(4.0 g.) 





Age Disease 


18 Rheumatic fever 


11.6 mg.% 


Rheumatoid arthritis 4.1 mg.% 


Osteoarthritis 20.0 mg.% 


Rheumatoid arthritis 30.2 mg.% 


variability and the lack of relation between dosage 
and blood level are worthy of note, and suggest 
that further study might well be indicated. 


Pathogenesis 


The mechanism of the acid-base disturbance has 
been described by Singer’? and by Harvie and 
Singer.’ The first effect of ingestion or injection 
of salicylate is hyperventilation. This is thought 
to be caused by a specific pharmacological action 
of the drug on the respiratory centre, although 
the mechanism of this has not been clarified. 
Hyperventilation results in an increased loss of 
carbon dioxide with a resultant drop in pCO,. This 
results in a decrease of the H,CO,:BHCO, ratio 
below the normal of 1:20,-thus producing a respir- 
atory alkalosis which is compensated by the loss 
of fixed base (sodium and potassium) by the renal 
route. In adults and older ‘children the derange- 
ment usually does not proceed beyond this point, 
and returns to normal within three days after the 
withdrawal of the drug. 


In infants and older patients with massive in- 
toxication, however, metabolic acidosis may appear 
to complicate the picture.’ The time required for 
this conversion varies from one to six hours from 
the onset of symptoms, and is inversely proportional 
to the amount of drug taken.* The preceding loss 
of both carbon dioxide and fixed base renders the 
patient more susceptible to changes in pH. There 
is production of ketone bodies in the liver in excess 
of tissue utilization and renal excretion, on account 
of mobilization of fat resulting from failure of car- 
bohydrate metabolism.® It is thought that salicylate 
inhibits oxygenation in the tricarboxylic acid 
(Krebs) cycle at the stage of conversion of alpha- 
ketoglutarate to. succinate and of succinate to 
fumarate. This also results in the accumulation of 
lactic and pyruvic acids, which serves to further 
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aggravate the acidosis. This second phase of the 
acid-base disturbance in salicylate poisoning is 
then a mixed disturbance, with metabolic acidosis 
superimposed on respiratory alkalosis. It can be 
differentiated from the first phase of pure respira- 
tory alkalosis only by determination of the serum 
pH, as the clinical picture and other laboratory 
aids are similar, if not identical, in both phases. 


Large doses of salicylate first stimulate and then 

depress the central nervous system,® causing most 
of the alarming features seen in salicylate poison- 
ing; excitement, disorientation, convulsions, stupor, 
and even respiratory failure may appear. 
“In the patient under discussion, disorientation 
and hyperventilation followed by semistupor were 
first to appear. The metabolic changes did not 
progress beyond the first phase described above; 
the pH was alkaline (7.69), and the serum sodium 
was decreased (123.5 mEq./I.) by compensatory 
loss of fixed base in the urine. If the second or 
mixed phase had been reached, the pH value 
would have been below 7.35, but the remainder 
of the results of laboratory tests would have been 
similar. 


Treatment 


The patient with salicylate poisoning must be 
treated in hospital. It cannot be overemphasized 
that the most. important single laboratory test is 
the determination of the serum pH, for only in 
this way can the pure respiratory alkalosis of the 
first phase be differentiated from the mixed respir- 
atory alkalosis-metabolic acidosis of the second 
phase. It is unfortunate that the initial pH value 
in the present case was obtained comparatively 
late in the patient’s hospital course. 


On admission, gastric lavage should be _per- 
formed to remove any salicylate still in the stomach. 
At this time also, blood should be taken for serum 
pH, sodium, and potassium determinations. Intra- 
venous fluids in the form of 5% glucose in saline 
should be begun to correct dehydration and to 
provide carbohydrate and sodium ion.’ Synthetic 
vitamin K and, perhaps,® vitamin C should be ad- 
ministered in liberal amounts. It may be necessary 
to give oxygen if the poisoning is severe and tissue 
anoxia is present. If the temperature exceeds 104° 
F., external cooling in the form of alcohol sponge 
baths or a hypothermia blanket is indicated. No 
specific therapy is required for the hyperglycaemia 
which may appear, Barbiturates, paraldehyde, and 
morphine are contraindicated because of the 
associated respiratory depression and because they 
may potentiate the toxic effects of salicylates.* 

In the alkalotic phase, no further treatment than 
that outlined above is necessary. In the mixed 
phase, opinion is divided, Segar® feels that no 
further specific treatment is required. Kaplan’ 
routinely administers 5 ml. of 5% sodium bicar- 
bonate not more frequently than once every 12 
hours, and observes that this drug enhances the 
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rate of renal excretion of salicylate and decreases 
the severity of metabolic acidosis by providing 
sodium ion; he notes, however, that this might 
well aggravate the respiratory alkalosis. 

Adams? has reported a case of methyl salicylate 
poisoning in a child successfully treated by ex- 
change transfusion. Of more interest in relation 
to the older age group is the work of Doolan et al.,’ 
who treated a 39-year-old man by blood dialysis 
with the artificial kidney and removed 1300 mg. 
of salicylic acid before the demise of the patient 
one hour after the procedure began. Their work 
demonstrated that salicylate can be removed from 
the blood more rapidly by the artificial kidney than 
by the normal kidney, and hence they recommend 
early dialysis in the treatment of the patient with 
severe salicylate intoxication. 

In the present case, the erroneous initial diagnosis 
of metabolic acidosis on clinical grounds led to the 
administration of alkalinizing solutions with no im- 
provement; when these solutions were withdrawn 
and sufficient fluids administered to produce a 
diuresis, the patient improved. The failure to 
obtain a serum pH determination on admission was 
responsible for this delay in her recovery. It is 
our feeling that even in the presence of the mixed 
phase of acid-base disturbance, the administration 
of sufficient fluid to produce a diuresis will result 
in the recovery of the patient. 


SUMMARY 


A case of salicylate intoxication in an 89-year-old 
white woman is presented and discussed. The initial 
serum salicylate level was 90 mg. % at the time of 
admission, and detectable amounts were still present 
nine days later. Once the serum pH determination of 
7.69 was obtained and the use of alkalinizing solutions 
discontinued, recovery of the patient was obtained by 
the induction of diuresis with sufficient intravenous 
fluid. 

Salicylate levels were determined on four patients 
receiving long-term therapy with acetylsalicylic acid; 
the extreme variability of the results and the lack of 
correlation with dosage levels indicated the need for 
further study of this relationship. 


I wish to thank Dr. R. M. Lymburner, Chief of Medi- 
cine, Hamilton General Hospitals, for his encouragement 
in the preparation of this paper. Dr. A, R. McNabb very 
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kindly read and criticized the manuscript, and has made 
many a suggestions, The laboratory procedures were 
performed under the direction of Mr. D. Armstrong. 
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Special Article 


AN UNUSUAL INTRODUCTION 
TO PRACTICE* 





A. M. MENZIES, M.D., D.P.H., 
Vancouver, B.C. 


Ir was a beautiful day in October 1921, when the 
writer stepped off the small coastal steamship 
Capilano to begin a contract practice at the small 
mining community of Britannia Beach, British 
Columbia, about 40 miles by boat from the city 
of Vancouver. It was my first practice, and with 
my wife and infant son I had visions of a com- 
fortable home and a nice quiet time in this appar- 
ently stable little centre of industry. For a stated 
salary paid by the mining company, the doctor was 
expected to provide free service to employees. 
The assured income, plus the fact that a free fur- 
nished house and a small well-equipped hospital 
were also supplied by the company, gave an 
attractive outlook to one who had just left a 
hospital internship. 


The little company town at sea level was estab- 
lished on a flat area that had been built up partly 
by the action of a mountain stream which broke 
through a rocky canyon before rippling over the 
boulders to’ the sea, and partly by rock and dirt 
waste from deyelopment of the property as an 
operating copper mine. ' 

Some 2200 feet up the mountain and about two 
and a half miles away in a narrow valley, nestled 
another section of the community where most of 
the miners lived, the main workings being above 
this level. The main haulage tunnel or adit entered 
the mountain here, the mine railroad crossing the 
stream over a fill before going underground. The 
mountains reach a height of about 4000 feet and 
are mostly heavily timbered. 


Transportation between the two settlements was 
by incline railway, operating once daily, or by an 
overhead bucket line which had once been used 
for carrying ore but had been superseded by more 
advanced methods. The bucket line was in opera- 
tion carrying general freight for several hours 
daily, and only a few, including the doctor, were 
privileged to use this method of travel. The mine 
had been closed down for some months but 
development work was proceeding with a view to 
reopening. 

As the master mechanic accompanied me to the 
upper community on my first trip on the bucket 
line, he cautioned me to duck my head as we 
came to each supporting tower where the cables 
passed over pulleys protected by metal guards. 
His tragic tale of the decapitation of young Dr. 
Marchant of Victoria, while taking his first trip 
over this same bucket line, did not fail to impress 
me. From our lofty height the scenery was 


*These experiences were so unusual for a doctor to en- 
counter during his first month of practice that it has 
are worth while recording them as part of our medical 
istory. 
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beautiful, but some things are more important than 
scenery. I ducked my head at each tower. 


Up at the mine I was shown a huge trough down 
the mountain side which had been gouged out by 
an enormous rock-slide which swept some 56 per- 
sons to their death in 1915. But these things were 
past, and with the lessons learned and precautions 
being taken, one did not envisage further disasters 
in the immediate future. 


Ten days after my arrival on the scene, however, 
another disaster did occur. Two men from the 
Beach community had gone underground in the 
morning to trip some bunkers and did not return 
at the end of their shift. They were clearing out 
a raise which was later found to be blocked at 
both upper and lower ends, so they were some- 
where between the 3400 and the 4100 levels. These 
_ figures indicate the distance from the top of the 
mountain. 


Rescue parties were soon formed and men 
worked feverishly in short shifts, digging and 
hoisting loose “muck”. As soon as one crew be- 
came fatigued another fresh one was available 
for the digging and hoisting during the full 24 
hours of each day. 

Would the men be found alive? If so, what 
condition would they be in? Would they likely 
be badly injured? These were the questions in 
the minds of everyone but the answers could only 
be guessed. The doctor at the scene had to prepare 
for possibilities. Stretchers, first-aid materials, hot- 
water bottles and a few drugs necessary for such 
emergencies were collected at a small cabin near 
the portal which had been a tool house. Trans- 
portation difficulties to the place of working made 
constant attendance at the spot a necessity. For 12 
of each 24 hours I stayed at the. post waiting and 
wondering. For the other 12 hours I had a capable 
and experienced nurse who took the shift while 
I returned home for food and rest as well as to 
attend to urgencies of practice among the rest of 
the population. . 

At eleven oclock one night, just over seven days 
since they disappeared, the men were brought out 
alive and apparently well, smiling and happy at 
being rescued. They were in such good condition 
that they were able to climb about 400 feet of 
ladder in getting out to the surface. All they 
needed was a little nourishment and to be taken 
to their homes. 


Their story was that some timbers had given 
way, allowing tons of muck to pour uncontrolled 
down the raise until it jammed below them. The 
blockage continued through the chamber they 
were in and also above them. On the first rush 
they had dodged behind a couple of large leaning 
timbers which fortunately remained intact, forming 
a little pocket where they were safe and fairly dry. 
Some water was trickling through and they scooped 
out a small hollow from which they could drink. 
Their miner's carbide lamps soon burned out and 
they lost all track of the time. Hunger did not 
bother them much. They attempted to eat a little 
hemlock bark from the timbers which protected 
them but did not find it palatable. 


The day following their rescue was a period 
of relaxation and provided an opportunity to 
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catch up on tasks that had accumulated during 
the week. The rain continued to pour as it had for 
about a week and the placid little creek had now 
become a roaring torrent. Standing near it one 
could hear the rumbling of boulders as they were 
tumbled along by the terrific force of fast-moving 
water. Residents had begun to feel a little anxious, 
especially since it was learned that the culvert 
through the railway fill across the creek 2200 feet 
higher up had become partially blecked by logs 
and debris. Behind this the water had formed into 
a small lake. However, it was being watched 
constantly, and official word was that if the fill 
should go, the water probably would not come 
with destructive force, and it was expected that 
there would be ample time to warn people anyway. 

Late in the afternoon a message came in that a 
man had been struck by an ore train in the mine 
and apparently killed. The body was being sent 
down to me. It was found that he had been killed 
instantly and there was nothing I could do except 
assist in carrying the body to the little hospital to 
await the coroner’s inquest. 

At 9.30 p.m., I started walking over to visit 
the men who had been rescued the previous 
evening. The creek was an angry roaring torrent 
as I crossed the little wooden bridge, and I had 
gone less than a hundred yards beyond when I 
noticed the master mechanic hurrying towards me. 
As he reached my side he said, “I was just coming 
to warn you. Something has gone wrong up above, 
and the water is coming down.” Immediately, the 
whole area was plunged into darkness as the 
electric wires were torn out by the onrushing water 
and debris. 

My informant turned to run towards his home 
and I towards mine. The roar and crash of crum- 
bling houses sounded so close that I quickly con- 
cluded that there was little chance of survival and 
decided to stop and face it. Against the dull sky 
I could see the peak of a house near me and 
thought that by slim chance I might be able to 
grab the building on its way to the sea. Suddenly 
I was struck on the shins by floating logs, fell 
forward and held on. After carrying me about 40 
yards, the logs jammed in a huge pile against a 
heavy recreation hall and I began to splash my 
way out. 

Some of the houses had remained standing as 
the flood had split into two main streams. From 
the door of one house a man emerged with a 
light, and I was able to see my way to scramble 
over the wreckage. Shrieks and cries came from 
all directions. I turned towards the nearest 
one. It was my friend, the master mechanic, under 
a mass of house wreckage that was leaning against 
another building. His right foot had been torn 
almost off and was entangled with house wires 
so that I could not free him until two more men 
arrived to help ease the weight on top of him. 
We carried him into a house and tore up sheets 
for bandages. There was little or no hemorrhage 
with this avulsion type of injury. I continued 
rescue work for some time, leaving the victims in 
the hands of others after giving hurried instruc- 
tions. Many were found who were beyond help. 

Although cold, wet and uncomfortable at first, 
I was encouraged by the thought that things could 
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have been worse. The company store was soon 
thrown open and a pair of rubber boots and dry 
socks were obtained. A kind-hearted man loaned 
me his heavy Mackinaw coat and then rescue work 
was continued in some degree of comfort. 


The general manager turned his large residence 
into an emergency hospital, and all the injured 
were transferred there as quickly as possible. But 
I had no supplies, and inquiries revealed that all 
bridges were washed out and no boat was available 
with which one might row around to the hospital 
and obtain materials. A few minutes previously, 
the manager had dispatched two oarsmen with the 
only available boat, to get word to Vancouver and 
ask for a special steamship to evacuate the injured 
and the homeless. All telephone wires were downed 
by the storm. 


The general store had a few bandages but no 
iodine or other antiseptic except a few bottles of 
Listerine. None of the homes had any first-aid 
supplies. The paternalistic company had been pro- 
viding free medical service and supplies to the 
people, so why keep anything in the home? 

Needed supplies were tantalizingly close in the 
little hospital and yet inaccessible. A few brave 
souls, including a first-aid man, walked down from 
the upper community, suspecting that a disaster 
had occurred and that they might be needed, but 
they brought no supplies with them. A return trip 
would take three hours or more and was not prac- 
tical. The bucket line could not operate without 
electricity, and all power was off. There appeared 
to be no other course but to go ahead with make- 
shift materials and get the casualties prepared for 
their journey on the expected steamship. 

With a solution of Listerine, the wounds were 
cleaned as well as possible. Wherever the skin was 
broken the exposed tissues were a dirty grey which 
could not be removed with washing. The flood 
water must have been of a soupy consistency with 
the soil and filth it had gathered on its way to 
the sea. Boxes were broken up to make splints, 
and bandages from bed sheets were used to bind 
up the wounds. The first-aid men and the doctor, 
working by flickering candlelight or by miner’s car- 
bide lamps, had the 35 or 40 casualties done up 
temporarily by about four a.m. There were several 
fractures and some very bad lacerations, but many 
of the casualties had only minor bruises and lace- 
rations. Almost all were suffering from some degree 
of shock. 


No sedatives were available and it was rather 
hard to go through the long hours of moaning and 
pleading, with nothing but soothing words to offer. 
There was some comfort in thinking and in telling 
them that a special boat would be appearing at 
almost any time. Here again we met with frustra- 
tions as the hours went by and no boat appeared. 
We learned later that the two men who had been 
sent off in a rowboat to get a message through to 
Vancouver had to row about 18 miles through: the 
darkness in rough seas before finding a place from 
which they could telephone. Wires were down 
at the one intervening point. ‘ 


It was a long night, and with the dawn we 
looked out on a sea almost carpeted with drift- 
wood as well as two or three houses floating half 
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submerged. Our village was a mass of wreckage 
with some wide-open spaces where houses had 
been washed out. Some of the buildings had been 
thrust aside and lay at crazy angles where they . 
had been deposited; others had been crushed to 
pieces and were now merely bits of lumber mingled 
with the numerous logs that had been brought 
down by the flood. 

After daylight a small rowboat was located 
across the creek and by this means a message was 
sent across the inlet to the little town of Wood- 
fibre. Before 10 a.m. their little diesel tugboat 
arrived, and it was a great relief to see Dr. C. G. G. 
Maclean step ashore with his doctor's bag. He 
had a good supply of sedatives, and the patients 
were turned over to him. 

For the first time since parting from them some ~ 
12 hours previously, I was able to give some 
thought to my own family and was greatly relieved 
to learn that they were safe. 

It was about noon when the mail boat arrived 
from Vancouver, and down the gangplank filed a 
group of doctors and nurses headed by Dr. Lavell 
Leeson from the General Hospital. Each one 
carried. something in the way of splints, dressings, 
bandages or other equipment. 

The ship’s captain decided to continue his 
voyage to Squamish. After all, he was under con- 
tract to deliver the mail. It was not until 4 p.m. 
that the vessel sailed for Vancouver with her cargo 
of injured persons and refugees. 

After surveying the casualties, Dr. Leeson con- 
cluded that our first-aid treatment was satisfactory 
for the journey to hospital, so dressings and splints 
were not disturbed. 

The Vancouver Genera] Hospital must have been 
a very busy place that evening with so many 
emergency cases thrust upon them, some of whom 
were in serious condition, although probably not 
more than about 15 actually needed hospitaliza- 
tion. It was not possible to get detailed informa- 
tion to the hospital ahead of the casualties. How- 
ever, the hospital staff and attending surgeons 
must have risen magnificently to the task, for all 
but one of the patients recovered, even though 
one of them developed gas gangrene and tetanus, 
while another amputation case was complicated 
by gas gangrene. The one man who died had re- 
ceived serious chest injuries when crushed by a 
piano as the flood toppled his house, and he later 
developed pneumonia. 

The two men who had been rescued from the 
mine on the previous evening again escaped alive 
and uninjured although their houses were thrown 
to one side by the main wave. They began to 
wonder what was next, as there is a strong super- 
stition among miners that accidents come in groups 
of three. 

In case some reader might wonder, the doctor 
received no extra compensation for such extra- 
ordinary services, except that he was allowed to 
keep the socks and rubber boots that he had ob- 
tained from the store that memorable night. 
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SHORT COMMUNICATION 


70 mm. SPOT FILM CAMERA*. 


GUY DUCKETT, M.D., 
LAURENT HUOT, M.D. and 
GERALDUS BAKKER, Montreal 


Every rapioLocist has been faced at one time or 
other with the different problems raised by the 
cost of large film storage, handling, processing, 
picture taking and so forth. With the coming of 
age of the image intensifier, it has become possible 
to examine patients by remote control through the 
help of TV monitoring. 

The purpose of this paper is to show the type 
of permanent record which may be achieved by 
means of small photofluorographs. In the last few 
years, reports from Europe have described the 
results obtained with a robot (35 mm.) camera 
set up to alternate with the binoculars on a Philips 
image intensifier. In the U.S.A., Stauffer and his 
associates have used polaroid film extensively, en- 
abling them to get almost instantaneous records 
of spot filming. 

We started experimenting in the spring of 1958, 
and by June of that year we had built our first 
camera, which was extremely simple yet very 
useful. It was built around four components: 

1. A conventional attachment for image intensifier. 

2. Tandem lenses of F 1.5. 

3. A camera obscura. 

4.A magazine for Speed Graphic. 

This magazine allowed us to take 12 pictures on 
any type of 60 mm. film. In six months we took 
more than 5000 pictures. Although satisfied with 
our results, we wanted to improve on our device 
and started searching for an automatic camera 
which could be cheaply modified for our purpose. 
We finally selected the Beattie-Coleman made by 
a California camera firm. This apparatus will 
accommodate spools of 100 feet of 70 mm. film. 
Other features include automatic film transport, 
remote control shutter and film marking device. 
The only modification required was lengthening 
the lens cylinder in order to have the necessary 
extension for close-up work and synchronizing the 
shutters with our x-ray monitor. Results have been 
very gratifying and we can selectively spot-film 
any five-inch field in the human body with the 
greatest of ease, 
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CAMERA AUTOMATIQUE 70 mm.* 


GUY DUCKETT, M.D., 
LAURENT HUOT, M.D. et 
GERALDUS BAKKER, Montréal 


TOUS LES RADIOLOGISTES connaissent les proble- 
mes inhérents au film de grand format: entre- 
posage, cout, manutention, développement, ex- 
position etc. Les amplificateurs permettent depuis 
quelques temps d’examiner les patient a distance 
au moyen de la télévision. Plusieurs radiologistes 
ont adapté les amplicateurs de brillance 4 la 


photofluorographie instantanée. Depuis quelques 


années, une camera Robot (35 mm.) est employée 
alternativement avec les objectifs binoculaires de 
lamplificateur de brillance de Philips; différents 
comptes rendus de son rendement ont été publiés 
en Europe. Aux Etats-Unis, Stauffer et ses associés 
ont beaucoup employé le film Polaroid. Cette 
méthode leur permet de voir immédiatement le 
résultat de leurs instantanés radiologiques. 

Nous avons commencé nos expériences au 
printemps de l'année 1958 et dés le mois de juin 
nous avions construit notre premiére camera qui 
est extrémement simple et cependant trés utile. 
Cette camera est composée des quatres piéces 
suivantes: 

(1) Une piéce dunion pour relier la camera 
a l’amplificateur de brillance; 

(2) Des lentilles d’ouverture f. 1.5; 

(3) Une chambre noire; 

(4) Un magasin d’appareil Speed Graphic. 

Le magasin de Speed Graphic nous permet 
lusage de films courants de 60 mm. de largeur et 
nous pouvons ainsi obtenir 12 instantanés par 
bobine. Nous avons employé cette camera durant 
six mois et fait plus de 5000 instantanés. 

Etant satisfait des résultats, nous nous sommes 
mis a la recherche d'une camera automatique qui 
pourrait étre modifiée sans cout important et notre 
choix s’est posé sur le Beattie-Coleman (camera 
fabriquée en Californie), Cet appareil nous permet 
l'emploi de 100 pieds de film 70 mm. Le transport 
automatique de la pellicule est commandé 4a dis- 
tance. L’obturateur s’ouvre et se ferme en méme 
temps que commence et se termine l’exposition aux 
radiations ionisantes; de plus, chaque instantané 
porte l'heure de l’examen et le nom du patient. 

Les seules modifications nécessaires furent Yex- 
tension de la chambre noire pour permettre les 
gros plans ainsi que la synchronisation de lobtura- 
teur avec le contréle des rayons-X. Les résultats 
sont trés satisfaisants et nous pouvons faire des 
instantanés de nimporte quelle portion de Jana- 
tomie humaine comprise dans un diamétre de cinq 
pounces (12.5 cm.). 
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Fig. 1.—Camera No. 1.: (1) lenses, (2) attachment, (3) 
dark room, (4) Graphic magazine. 
(Camera No. 1: (1) lentilles, (2) piéce d’union, (3) chambre 
noire, (4) magasin Graphic.) 





: oe Be: Be Sa ae Phas a 
Fig. 2.—Camera No. 2: (1) lenses, (2) attachment, (3) dark 
room, (4) magazine (100 feet). 


(Camera No. 2: (1) lentilles, (2) piéce d’union, (3) chambre 
noire, (4) magasin (100 pieds).) 





Fig. 4(a) Fig. 4(b) 





Fig. 4(c) Fig. 4(d) 


Fig. 4(a).—Filled cecum. Fig. 4(b).—Evacuated czecum. 
Fig. 4(c).—Gallstones with calcified periphery. Fig. 4(d).— 
Multiple calculi. 


(4(a) Czecum remplissage; 4(b), cecum  vidange;_ 4(c), 
calculs biliaires calcifiés en périphérié, 4(d), plurilithiase 
vésiculaire. ) 
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Fig. 3.—Spot fitm equipment: (1) TV camera, (2) spot 
film camera, (3) image intensifier, (4) image intensifier. 
(Equipment specifications, Dr. Albert Jutras.) 

(Nécessaire 4a instantanés: (1) camera de TV, (2) camera 
a instantanés, (3) amplifacteur de brillance, (4) amplificateur 
de brillance. (Spécifications de Dr Albert Jutras.) 





WHAT KIND OF MAN 
SHOULD A DOCTOR BE? 


The qualities of a good doctor are discussed as follows 
in the opening paragraphs of a report by a planning com- 
mittee appointed to advise on the establishment of a medical 
school to serve Rhodesia and Nyasaland: “On the moral 
side there were no dissentients from the view that kind- 
ness was an essential—perhaps the most essential—inborn 
quality. Clearly, it must be kept within such bounds as to 
make sure it does not consume the doctor’s own mental 
energy or spoil his judgment. Pity, in other words, must be 
his motive and not his guide. But, with that limitation, 
kindness remains the one quality without which the doctor 
will never be the ‘beloved physician’; and alongside kind- 
ness, if his intellectual and moral qualities are proper! 
attuned, courage and honesty will develop. Equipped with 
these three qualities he should soon acquire a proper 
humility, and by a proper humility we mean a realization 
of his limitations linked with a reasonable confidence extend- 
ing over his area of competence. From a combination of 
these various qualities will come a sense of responsibility. 


“On the intellectual side the young student should be 
curious, but he must not just wonder why—he must want to 
find out. Memory will develop from curiosity because it is 
relatively easy to remember what is interesting, and, on a 
basis of curiosity and memory, the well-taught student will 
acquire a knowledge of method. The acquisition of tech- 
nical knowledge—when allied to the moral qualities by 
which we set store—will result in professional skill and 
judgment.” 
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SPECIALISM UNDER THE MICROSCOPE 


Those who of recent years have regarded gen- 
eral practice as the problem area of medicine need 
to be reminded that specialism is also associated 
with a host of problems. If anyone thinks that this 
is not so, he should read the papers given at the 
55th Annual Congress on Medical Education and 
Licensure, reprinted in the May 16 issue of the 
Journal of the American Medical Association. 

Some hardy souls among the galaxy of pedagogic 
stars concerned in the Congress committed them- 
selves pretty deeply on certain controversial points; 
others, more cautious, entitled their lecture “Why 
this Conference?” and went on to ask a series of 
fundamental questions about specialism without 
attempting to answer them. | 


Thus, Prior says boldly: 


“The so-called generalists are out of fashion if 
not out of date. Occasionally we do them homage, 
as though recognizing an impossible ideal for old 
time’s sake. Now and again the medical profession 
will single out a general practitioner toward the 
close of an honorable career and give him public 
honors, but there is something sentimental and 
nostalgic about this gesture. It is as though there 
had been introduced the practice of honoring the 
knight of the year during the late Middle Ages 
after the invention of gunpowder and firearms.” 


But, unfortunately, in the same issue of J. A. 
M. A. up pops the dynamic John DeTar and points 
out that between 40 and 50% of the men graduat- 
ing from American medical schools between 1940 
and 1954 are now in general practice and that this 
percentage is rising rather than declining. In other 
words, the obsolete horsemen are not all dead yet. 
And, of course, Prior's military analogy is un- 
fortunate, for those who sit in the seats of the 
military mighty are no longer specialists at aH, 
whatever they may have been earlier in their 
careers. ; 


Gross points out that the specialist is not a 
modern invention, for Egyptian medicine had a 


> 
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multitude of them in the year 1350 B.C. It is true, 
retorts Galdston, that specialism was most highly 
developed when medicine was in its infancy, but 
even in its early stages there was an opposing 
trend towards integration. The ancient Greek phy- 
sician was a general practitioner. And, one might 
add, which civilization contributed the greater 
sum of original thought, the Greek or the 
Egyptian? : 

The speakers, however, agreed, as we all must, 
that specialism in some form or another is here to 
stay. The only question in their minds was whether 
further fragmentation of medical science would 


“take place, or whether, as Galdston suggested, 


the emergence of unifying principles in biology 
would lead to fusion of some of the specialties. 
This may well take place, for it is inconceivable, 
for example, that the highly skilled and complex 
procedures currently employed in treating cancer 
represent the easiest way of dealing with malignant 
neoplasia. 

The disadvantages of specialism were put under 
the microscope at this meeting. It was noted that it 
has increased the cost of medical care, and indeed 
the sheer force of economics may ultimately act 
to restrain the fragmentation of medicine, through 
the impossibility of paying all the persons involved 
in a complicated medical situation. 

It has raised grave educational problems. If a 
man is destined for a very narrow subspecialty, 
how should he be prepared for it? Should his field 
of training be narrowed down early or late? Ideally, 
should he, like the consultants of old, come to his 
lifework via general practice or should he be 
preserved uncontaminated from things that do not 
directly concern his future? It would seem from the 
Congress reports that great emphasis was laid on 
combating the disadvantages of specialism by a 
sufficiently broad training. 

Specialism has raised equally serious problems 
in research. The expert in a narrow field (and 
modern man can scarcely hope to be truly expert 
in anything but a narrow field) is unlikely to 
innovate, says Prior, except by accident. Originality 
is not stimulated by narrowness, and many prob- 
lems lie in areas in between the specialties. It is 
true that this difficulty has to a great extent been 
overcome by the team approach, but successful 
teams need a leader. Who are to lead the inter- 
disciplinary teams? Is there a lack of non-playing 
Casey Stengels in the medical world? And if so, 
is some of our research bogged down for lack of 
sufficient men with a holistic view? We cannot 
tell, but it is a disturbing thought. There is, of 
course, also the danger, as Tenney pointed out to 
the Congress, that in order to bridge gaps in our 
present system we may simply end by unintention- 
ally creating more specialties. 

It is clear that there are many problems to be 
solved in relation to medical specialism, and that 
the problems will not simply disappear if they 
are ignored. As McKittrick put it, after acknowledg- 
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ing the invaluable contributions of specialty 
boards to research, teaching and medical care: 
“The time has come when medicine as a whole 
and its specialty groups should carefully reevaluate 
the effects of our newly acquired knowledge on 
specialization and its relation to the parent 
disciplines and to our future educational programs.” 





Editorial Comments 


IDIOPATHIC HyPOPROTEINAZMIA 


With the help of studies of isotope turnover it 
has become possible in recent years to separate a 
group of cases of severe hypoproteinzemia, to which 
Schwartz and Thomsen’ applied the term hyper- 
catabolic hypoproteinzemia. Some 40 cases of this 
interesting condition have been reported so far, 
and in all of them there was marked hypoalbumin- 
zmia and generalized cedema—often extensive and 
sometimes even fatal. It was demonstrated as long 
ago as 1949 (Albright et al.)? that the basic dis- 
order in these cases was increased loss of protein 
and not reduced protein synthesis. Gordon® 
followed up the studies of Schwartz and Thomsen 
and others which proved that in many of these 
cases a great loss of protein occurred from the 
gastro-intestinal tract. Using I'*! labelled poly- 
vinylpyrrolidone (P.V.P.), Gordon developed a 
method for estimating the amount of plasma pro- 
tein excreted in the faeces. In nine subjects sufter- 
ing from “hypercatabolic hypoproteinzmia”, the 
results of this study confirm that the disease, in 
these cases at least, was due to protein loss into 
the stomach or intestine. He suggests the term 
“exudative enteropathy” for this disorder. 

Schwartz and Jarnum emphasize that low serum 
albumin in a patient with high albumin synthesis 
in whom external loss can be ruled out denotes 
internal loss of albumin. In all four cases reported 
by them‘ fecal excretion following intravenous in- 
jection of P.V.P. tagged with radioactive iodine 
was abnormally great, indicating leakage of this 
colloid into the gastro-intestinal tract. Two of the 
patients had hypertrophic gastritis and one of them 
made an excellent recovery from this hypoprotein- 
zmia three months after gastrectomy. The other 
two had disease of the small bowel of unknown 
etiology, and at laparotomy the only abnormal 
finding was the presence of “peculiar dark granules” 
similar to hemofuchsin, in the external muscle layer 
of the gut. Significantly, complaints were slight or 
absent in these cases, and the main sign was 
cedema. In 31 of the reported cases, data regarding 
investigation for gastro-intestinal disorder were 
mentioned. In 14 the complaints had been quite 
severe, usually of diarrhoea, and. at least three of 
these patients had hypertrophic gastritis. The 
original diagnosis in these cases was of hypo- 
proteinemia with secondary gastro-intestinal dis- 
order. 

In 1945, Golden® described the x-ray pattern of 
the small intestine seen in hypoproteinamia and 
ileus resulting from it. It may well be that some 
of the cases which he observed were due to loss 
of albumin through the gastro-intestinal tract be- 
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cause of hypertrophic gastritis or some intestinal 
disorder, and that a vicious circle was then estab- 
lished. On the other hand, one cannot rule out the 
possibility that hypertrophic gastritis may be . 
secondary to idiopathic hypoproteinzemia. In 
ulcerative colitis and regional ileitis the protein 
loss is understandable. Schwartz and Jarnum have 
also found increased loss of protein from the 
gastro-intestinal tract in three cases of cancer of 
the stomach and in one case of sprue. In all of 
these cases, there was hypercatabolic albumin 
degradation, and this ties in with the observations 
of Davies, Ricketts and Bull,* who found raised 
albumin catabolism in patients with great loss of 
protein following whole-skin loss (burn) and 
multiple fractures. Their finding that, in cirrhosis 
of the liver with a low serum albumin, catabolism 
of both total proteins and of albumin was about 
half the normal suggests to them that there is some 
common mechanism which controls the catabolism 
of proteins in widely differing clinical conditions. 

W. Groin 
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DIFFERENCES IN INCIDENCE OF INTERNAL 
DISEASE IN THE Two SEXES 


Certain diseases are almost sex-linked, and Franke 
and his colleagues (Deutsche med. Wchnschr., 
84: 653, 1959) undertook a study of the incidence. 
in the two sexes of various common diseases seen 
in an out-patient clinic. Of the 9437 patients seen 
in a clinic for internal medicine during the years 
1956-1957, there were 4910 men (52%) and 4527 
women (48%). A total of 17,829 diagnoses were 
attached to these patients. When the most frequent 
diagnoses were tabulated according to sex, it was 
found that of the 32 diagnoses 26 showed a very 
marked difference in incidence in the two sexes. 
Some of these differences are very significant, as 
for example in the case of carcinoma of the stomach; 
8.2 per thousand of women and 14.9 per thousand 
of men were found to have the disease. Duodenal 
ulcer had a quotient of 0.31 (female: male) whilst 
in gall-bladder disease the ratio was 4.14. 

The following were predominantly male diseases: 
angina pectoris, myocardial infarction, bronchitis, 
bronchiectasis and emphysema, pulmonary tuber- 
culosis, gastroduodenitis, gastric ulcer, duodenal 
ulcer, carcinoma of the stomach and cirrhosis of 
the liver. Gall-bladder disease, goitre, hyperthyroid- 
ism, tetany, hypochromic anzmia, osteoarthritis 
and vegetative dystonia were much more frequent 
in the female population. Many other conditions 
in which differences in sex incidence were marked 
were not tabulated because the number of cases in 
each condition was below 1% of the total. Factors 
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which may contribute to an apparent difference in 
incidence are discussed. The pain threshold may be 
higher in women and therefore fewer women may 
consult doctors because of such conditions as 
gastric ulcer. However, it is known that perforation 
of peptic ulcer is much less common in women 
than in men, indicating a true low incidence of 
peptic ulcer in women. It is likely that men consult 
- out-patient clinics more frequently than women 
because they need health certificates for absence 
from work. The difference in incidence of hypo- 
chromic anemia might in part be due to the 
greater physiological variation in hemoglobin 
values in women. 


It must be remembered that there are significant .. 


physiological differences between the _ sexes. 
Women are smaller and have a smaller body 
surface and lessened caloric requirement per 
surface unit than men. It has been estimated that 
woman’s fat content is 28% of body weight as 
against 18% in man. In addition, it is known since 
1949 that every cell in the body contains the 
characteristics of its sex, and the likelihood must 
be accepted that the cells of the two sexes react 
differently to environmental stimuli. Although 
hypertension is commoner in women, its course is 
more malignant in men, in spite of the fact that in 
older women higher blood pressures and higher 
blood lipid levels are found. As regards the well- 
documented higher incidence of carcinoma of the 
lung in the male, it is well to remember that all 
the other pulmonary diseases such as_ bronchitis 
are also by far more common in the male. In some 
diseases the responsibility of certain external 
factors such as exposure to noxious agents is 
obvious. Pneumonoconiosis is almost entirely a 
disease of the male, whilst psittacosis is almost 
always encountered in females, who are much 
more frequently involved in looking after birds. 
Further study of the causes of the sex-linked differ- 
ences in morbidity woyld be of value. Better under- 
standing of these special causes should help 
materially in the investigation of pathogenesis of 
internal] diseases. W.G. 





TEACHING TECHNIQUES IN MEDICINE 


As on many basic issues in medicine, reliable 
data are lacking on the relative effectiveness of 
different methods of teaching medical students. 
Many are opposed to the traditional methods of 
passive absorption of knowledge through lectures 
and demonstrations, and advocate their replace- 
ment by practical classes and free discussion 
groups. Indeed, according to the more revolutionary 
element, discussions should not be hampered by 
the presence of a teacher, in order not to inhibit 
participation by members of the group. This pre- 
supposes that to open one’s mouth is to increase 
one’s knowledge, a point of view with which many 
will disagree. This dissenting element of course is 
aware of the disastrous fallacy which has bedevilled 
education in some countries of recent years, mainly 
that a group of intelligent people, if given a 
problem, must by free discussion come up with 


» 
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a solution. Unfortunately, experience teaches that 
knowledge as well as intelligence is necessary. 

At The London Hospital Medical College in 
England (Lancet, 1: 568, 1959), some pharmaco- 
logy teachers have been trying to assess the re- 
lative effectiveness of different methods of teaching. 
They arranged a course on the pharmacology of the 
peripheral nervous system for 62 students in the 
third term of their first pre-clinical year. They 
began with four basic lectures and then allotted 
their students to four groups with similar pro- 
portions of students of different ability. The four 
groups then separated off and divided up their time 
as follows: (1) demonstrations and discussion groups 
without a teacher, but with tape-recordings of 
suggestions for procedure and leads to discussion 
of the subjects involved; (2) practical classes and 
discussions; (3) demonstrations and seminars; (4) 
practical classes and seminars. At the end of the 
course all groups were submitted to tests, con- 
sisting of a prose test and also multiple-choice 
questions. Students were also asked to record in 
detail how they spent their working hours—reading 
textbooks, writing up notes, and so on. The 
value of the course was assessed by the gain in 
knowledge, by the time required to achieve similar 
ends in different ways, and by the views and 
attitudes of the students. 

From the first point of view, the experiment was 
disappointing because the mean improvement of 
all students taught by each of the methods was 
approximately the same. This of course suggests 
a further source of error in the experiment, namely 
that all the important knowledge was assimilated 
by the students as a result of the four introductory 
lectures, 

The second method of assessment revealed a 
partial conflict between the interests of the students 
and the teachers. There was no_ significant 
difference between the four groups as regards the 
distribution of their working time, though it is 
curious to note that the number of hours spent 
on private study did not correlate with the score 
in the final test, or with the improvement in score 
during the course. From the teacher's point of 
view, demonstrations are at least 20% more 
economical of time than practical classes, while 
discussions are much more economical than 
seminars, 

Students were asked to state how useful and 
how enjoyable the methods of teaching were. Lec- 
tures were considered by all groups to be by far 
the most useful teaching method, and by three 
out of four to be the most enjoyable. Demon- 
strations were also much more popular than prac- 
tical classes, and indeed the authors suggest that 
the practical class in pharmacology may well give 
way to a more pleasant and effective method of 
using the time. As regards usefulness, discussions 
were very badly rated, but they were found to be 
more enjoyable than reading. There seems little 
doubt in the students’ minds that the advantages of 
discussion groups over seminars outweigh the dis- 
advantages. 

Obviously, small-scale experiments like this are 
only scratching the surface, and it is to be hoped 
that this scratching is only a prelude to deeper 
digging in virgin soil. 
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Medical News 


THE PUDDLE SIGN IN 
DIAGNOSIS OF MINIMAL ASCITES 


The puddle sign for ascites is elicited by having the 
patient lie in the prone position for five minutes and 
then assume a position on “all fours”. One flank is per- 
cussed by repeated light flicking at a constant intensity 
and the stethoscope fitted with a Bowles-type headpiece 
is placed over the most dependent portion of the abdo- 
men and gradually moved toward the flank opposite 
the percussion site. A positive sign consists of a 
marked increase in intensity and character of the per- 
cussion note as the stethoscope is moved towards the 
opposite flank. In order to test the accuracy. of this 
sign, Lawson and Weissbein (New England J. Med., 
260: 652, 1959) injected 24 dogs intraperitoneally 
with 0 to 120 ml. of saline solution. The authors then 
examined the dogs for the puddle sign, and one 
observer, who used intensity and clarity of sounds as 
his criteria, made the correct diagnosis in 21 of 24 
dogs. In other tests they were able to differentiate by 
this sign between intraperitoneal fluid and fluid in the 
bowel. The puddle sign depends on the differential 
transmission of vibrations as induenced by interfaces 
between dissimilar transmitting media, Examinations 
such as that for shifting dullness depend on local sound 
absorption over the area percussed. The physical prin- 
ciples in this test are briefly discussed. 


SUPPOSITORY TREATMENT OF 
HASMORRHAGIC PROCTITIS 


In 1957, Truelove (Brit. M. J., 1: 955, 1959) 
used hydrocortisone suppositories to treat a case of 
post-irradiation proctitis and found them very effective. 
Since then he has extended this treatment to patients 
with ulcerative colitis and proctitis. Recently he has 
used a suppository containing prednisolone 21-phos- 
phate, which is also highly soluble in water, and found 
the results to be very encouraging. Of 22 patients 
reported in this paper, 14 obtained rapid and sympto- 
matic relief, with notable improvement in the sigmoido- 
scopic appearance of their lesions. The ideal case for 
the use of suppositories is one in which it is possible to 
get above the inflamed area on sigmoidoscopy. If there 
is no clear-cut satisfactory response in a fortnight, this 
method of treatment should be abandoned. However, 
for those who respond, this treatment is easy to apply 
and carries no appreciable risk of any side effects. The 
author stresses the need for precise diagnosis before 
using this treatment. 


FATTY LIVER AND CIRRHOSIS IN 
PANCREATIC FIBROSIS 


Recent reports indicate a relationship between 
chronic pancreatic disease and fatty liver or cirrhosis 
of the liver. A study of 1000 consecutive autopsies at 
Saint Luke’s Hospital, Cleveland, Ohio, uncovered 234 
cases of fibrosis of the pancreas. Amofig these cases, 
which occurred most frequently during the fifth and 
sixth decades of life, only 13% had diabetes mellitus. 
Eighty-seven had associated disease of the biliary 
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tract and many had a history of alcoholism. Fatty liver 
alone or fatty liver and/or cirrhosis was found in 
66.6% of all cases of fibrosis of the pancreas. In the 
entire group of 1000 autopsies there were 222 pa- 
tients with liver involvement, and of them 156 (70.3%) 
also showed pancreatic fibrosis. 

Woldman, Fishman and Segal in this report (J. A. 
M. A., 169: 1281, 1959) point to studies on the Bantu 
and undernourished people in prison camps in World 
War II as evidence that nutritional factors alone can- 
not be held responsible for the frequency of liver 
disease. They believe that pancreatic insufficiency is an 
important factor in the development of fatty liver and 
cirrhosis. In chronic alcoholism, cirrhosis of the 
pancreas occurs very frequently, and alcoholic cirrhosis 
is probably not the result of the deficiency in dietary 
protein but rather the result of pancreatic insufficiency 
plus the low intake of dietary protein. 


CRYSTALLINE PANCREATIC 
DESOXYRIBONUCLEASE 

IN TREATMENT OF 
PNEUMOCOCCAL MENINGITIS 


In pneumococcal meningitis “adequately treated” 
with large doses of intravenous and intramuscular 
penicillin, mortality figures for 800 cases pooled from 
14 clinics averaged 28%. In an attempt to improve 
this very high mortality, Johnson and his colleagues 
(New England J. Med., 260: 893, 1959) added pan- 
creatic desoxyribonuclease to the penicillin. The pri- 
mary aim of this therapy in purulent meningitis is a 
liquefaction of the exudate on the meninges to enable 
the penicillin to attack the viable bacteria. Twenty-five 
patients received this combined treatment during the 
period of observation and three of them died. This is 
compared with 24 deaths out of 64 patients who had 
been treated in the same hospital without the addition 
of enzyme. Biochemical studies on the cerebrospinal 
fluids showed that the pancreatic desoxyribonuclease 
was present in the fluid, and that there was a striking 
decrease in desoxyribonuclease protein in response to 
therapy with enzyme. No local or systemic toxicity to 
crystalline pancreatic desoxyribonuclease was observed. 


CLINICAL FEATURES OF INFECTION 
WITH HASMADSORPTION VIRUSES 


Two new myxoviruses, hemadsorption viruses Types 
1 and 2, were isolated from throats of children in 1957, 
and subsequently proved to be of etiological significance 
in pediatric respiratory tract disease. The clinical find- 
ings in 92 patients found to have one or the other of 
these virus infections are described by Parrott et al. 
(New England J. Med., 260: 731, 1959). The authors 
point out that rhinorrhcea, cough and sore throat were 
the major symptoms. Respiratory distress or “croupy” 
cough was observed in the most severely ill patients. 
Except for redness of the throat and rhinitis in the mild 
cases and dyspnoea and rhonchi and rales in the more 
severely ill, no unusual features were observed. No 
features typical of this particular infection were found, 
and the aid of the virus laboratory is necessary to make 
the diagnosis. 
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PYREXIA OF UNKNOWN ORIGIN 


Continuous fever of more than two weeks’ duration 
or other prolonged febrile states in which repeated 
interrogations and investigations, even of the most 
thorough kind, fail to yield the diagnosis is not un- 
common. Inrecent years, there have been many 
advocates of exploratory laparotomy as an aid in 
diagnosis, and organic disease has been discovered in 
a certain percentage of such cases. A report of 70 
cases has recently been published by Geraci, Weed 
and Nichols of the Mayo Clinic (J. A. M. A., 169: 
1306, 1959). All these patients had been thoroughly 
investigated, and in some cases had undergone thera- 
peutic trials of antibiotic or chemotherapeutic agents. 
In addition to routine cultures for common micro-organ- 
isms there were also bacteriological investigations for 
Leishmania and Trypanosoma as well as Toxoplasma. 
In 40 patients there were some abdominal complaints 
or objective findings in the abdomen but these were 
absent in the other 30. It is of interest that neither the 
complaints nor the findings were of diagnostic value. 

After exploration the diagnosis was as follows: 
malignant disease, 21 patients; specific infection, 15; 
indeterminate disease, 14; entirely negative findings, 
14; miscellaneous diagnosis, 6. Of the 14 patients with 
entirely negative results on exploration, six had signs 
or symptoms referable to the abdomen. 


These data indicate that in some 80% of patients 
with obscure fever something will be found at explor- 
ation and that in 60% the precise diagnosis will be 
possible. The authors thus make a very good case for 
exploratory laparotomy in fever of obscure origin. This 
does not mean that slight elevation of temperature in 
the absence of any other evidence of disease should be 
followed by abdominal exploration. Continuing loss of 
weight, high sedimentation rate, anzemia or other signs 
of debility in addition to a fever may well warrant 
exploratory laparotomy and may yield a valuable diag- 
nostic clue or actually provide a diagnosis. 


THERAPY OF HYPERTENSION WITH 
ORALLY GIVEN SYROSINGOPINE 


Syrosingopine or carbethoxysyringoy] methylreserpate 
is one of the most recently produced derivatives of 
reserpine. Over the past nine months it was admin- 
istered orally by Herrmann and his colleagues 
(J. A. M. A. 169: 1609, 1959) to 77 ambulant 
patients with essential hypertension; doses were divided 
into 2 to 4 daily. Of the 38 patients who had been on 
no antihypertensive treatment before, 16 (42%) showed 
a significant clinical response. Thirty-four patients who 
had been maintained on reserpine therapy alone for 
periods of 1 to 12 months required somewhat larger 
doses of syrosingopine to maintain the same lowering 
of blood pressure. Five patients who were intolerant to 
other rauwolfia products and who were unable to con- 
tinue antihypertensive therapy because of intolerance 
to other drugs were given 3 mg. per day of syrosingo- 
pine with an effective antihypertensive action and with- 
out significant side effects. In general, it can be said 
that syrosingopine is an effective agent in reducing 
hypertension and that severe side effects are infrequent 
as compared with. other rauwolfia preparations. 


(Continued on advertising page 48) 
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PENSIONS FOR DOCTORS’ 
EMPLOYEES PROVIDED 
BY THE CANADIAN 
NURSES’ ASSOCIATION 


The Canadian Nurses’ Association has instituted 
a pension arrangement which will allow most 
doctors to set-up an employer-employee pension 
arrangement for their employees. 

The primary requirement is that at least one 
employee be a member of the Canadian Nurses’ 
Association. All employees of an employer who 


“employs one or more members of the Association 


may participate in the plan. 

Employee participation in a pension plan is a 
valuable employee benefit. This plan provides 
many advantages not otherwise available to indi- 
vidual employees. 


Advantages 


1. Under the C.N.A. Plan, each participating 
employer shares in the resulting economies 
by obtaining better premium rates than can 
be offered to employers individually. 

2. There is no minimum requirement as to num- 
bers of. employees. A doctor with ONE em- 
ployee may participate provided that the 
employee is a member of the Canadian Nurses’ 
Association. 

3. Employers and employees share in the con- 
tributions made to the Plan. The employer's 
contributions are apportioned to the Insured 
Annuity Fund. Employee’s contributions may 
be apportioned in whole or in part to either 
the Insured Annuity Fund or the Common 
Stock Fund, at the employee's discretion. 

4. Employees who are members of the C.N.A. 
may retain participation after termination of 
employment. 


Conditions of the Plan 


1. Eligibility The C.N.A. Plan is flexible as to 
eligibility so that the employer may establish 
any reasonable waiting period. All full-time 
employees may be included. Generally, tempo- 
rary or part-time employees will be excluded. 

. Vesting.—Two alternate methods of vesting 
are provided. Vesting must be completed 
within 15 years. Vesting will be contingent on 
the terminating employee leaving her contribu- 
tions in the plan to purchase a reduced paid- 
up pension, otherwise an employee would only 
be entitled to the return of her own contribu- 
tions. 


to 


(Continued on page 997) 
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(Continued from page 994) 
Information 


Employers who wish to participate in the Plan 
on behalf of their employees should complete the 
attached “Request for Information” and forward 
it to the Canadian Nurses’ Association, 270 Laurier 
Avenue West, Ottawa, Ontario. 





NEW DRUGS 


This listing of new products is based on informa- 
tion received from Dean F. N. Hughes, Faculty of 
Pharmacy, University of Toronto, and the Canadian 
Pharmaceutical Journal, to whom we owe thanks. 


ANTICHOLINERGICS 
Oxyphencyclimine (DARICON, Pzer) 


Description. — Oxyphencyclimine  (1-methyl-1, 4, 5, 6- 
tetrahydro-2-pyrimidylmethyl a-cyclohexyl-a-phenylglycolate) 
hydrochloride, 10 mg. tablets, anticholinergic compound, 
possessing high therapeutic activity and a prolonged action. 

Indications.—Treatment of such conditions as: peptic ulcer; 
spastic colon, chronic nonspecific ulcerative colitis; biliary 
tract disease; pylorospasm, cardiospasm; duodenitis; bladder 
spasm with or without cystitis; ureteral spasm as with 
stones or pyelonephritis. 

Administration.—Usual adult dose is 10 mg. twice daily, 
in the morning, and at night before retiring. Dose should 
be adjusted in relation to therapeutic response and side 
effects. Clinical trials in progress in various pediatric indi- 
cations suggest that 0.2 mg./kg. per dose is well tolerated 
and effective in this age group. 


How supplied.—100. 


Oxyphencyclimine hydrochloride (DARITRAX, Pfizer) 


Description.—Daritrax (oxyphencyclimine hydrochloride ) 
combined with Atarax (hydroxyzine hydrochloride), anti- 
cholinergic/tranquillizer compound, 10 mg. tablets. 

Indications.—Treatment of such conditions (especially 
where tension and apprenhension are factors) as: peptic 
ulcer; spastic colon; aad nonspecific ulcerative colitis; 
biliary tract disease; pylorospasm; cardiospasm; gastritis; 
duodenitis; bladder spasm with or without cystitis; ureteral 
spasm as with stones or pyelonephritis. 

Administration.—Usual adult dose is 10 mg. twice daily, 
in the — and at night before retiring. Dose should be 
adjusted in relation to therapeutic response and side effects. 


Valethamate Bromide (MUREL, Ayerst) 


Description.—Valethamate bromide 10 mg. tablets; spas- 
molytic compound providing anticholinergic, musculotropic 
and ganglionic blocking action. 

Indications.—Gastro-intestinal, genito-urinary and _ biliary 
tract spasm; adjunctive therapy in peptic ulcer. 

Administration._For acute, severe spasm, 10 to 20 mg. 
(1 to 2 c.c.) intravenously or intramuscularly every 4 to 6 
hours up to 60 mg. in 24 hours. For mild to moderate or 
oe cases, and for maintenance 1 or 2 tablets 4 times 

aily. 

How supplied.—Injectable, 10 mg. per c.c., 5 c.c. vials. 

Tablets.—10 mg., bottles of 100 and 1000. 


New Drucs 997 


MUREL with Phenobarbital, Tablets, (Pr) 


Valethamate bromide 10 mg., phenobarbital 15 mg., 
bottles of 100 and 1000. 


NACTON (Bencard) 


Description.—Each scored tablet contains 2 mg. of (1- 
methyl-2-pyrrolidyl) methyl benzilate methyl methosulfate 
(Compound 1.8.499), selective inhibitor of gastic acid 
secretion. 


Indications.—Peptic ulcer, gastric hyperacidity. 
Administration.—One or 2 tablets (2 to 4 mg.) 3 times 
a day, and at bedtime. 


How supplied.—100. 


OPHTHALMIC PREPARATIONS 
Fluorescein (FLUOR 1 STRIP, Dohow) 


Description. — Sterile fluorescein applicator containing 
sufficient fluorescein sodium on a strip of lint-free paper to 
stain the eye to delineate corneal injuries. 

How supplied.—Package of 200. 


Methylcellulose (METHISOL, Dohow) 


Description.—Ophthalmic solution methylcellulose 4000 
cps N.F. 0.5%. 

Indications—As a tear replacement in dry eyes, e.g., 
senile keratoconjunctivitis sicca, Bell’s palsy, Sjégren’s 
syndrome; to prevent corneal ulcers due to foreign bodies 
not flushed out because of lack of tears. 

How supplied.—15 c.c. sterile containers. 


Pilocarpine (ALMOCARPINE Solutions, Dohow) 


Description.—Sterile ophthalmic solutions of pilocarpine 
HCI in five strengths: 0.5%, 1%, 2%, 3%, 4%. 

Indications: — Treatment of most types of glaucoma; 
strabismus; antidote for mydriatic and cycloplegic drugs. 

Administration.—Adjusted to individual requirements by 
the ophthalmologist. 

How supplied.—Each potency, 15 c.c. Steri-Tainer. 


Zinc sulfate (VAS 1 ZINC, Dohow) 


Description.—Sterile ophthalmic solution: zinc sulfate 
0.25%, phenylephrine HCl 0.125% in acid buffered vehicle 
with methylcellulose. Chlorbutanol preservative 0.5%. 

Indications.—Chronic and acute conjunctivitis and other 
mild ocular infections; as a prophylactic after removal of 
foreign bodies; astringent and decongestant in minor irrita- 
tions from wind, sun, etc. 

Administration.—One drop in eyes 3 to 4 times daily, or 
more frequently if required. 

How supplied.—15 c.c. Steri-Tainer (plastic with drop 
control ). 


Zinc sulfate (ZINC 1 SOL, Dohow) 


Description.—Sterile buffered ophthalmic 
zine sulfate 0.125%. 

Indications.—For astringent effect to relieve minor eye 
irritations. 

Administration.—One drop in eyes 3 or 4 times daily or 
more often if required. 

How supplied.—15 c.c. Steri-Tainer. 


solution of 


SEDATIVES, HYPNOTICS, 
TRANQUILLIZERS AND ANTIEMETICS 


Dihydrocodeine (RAPACODIN (N), Knoll) 


Description.—Dihydrocodeine, rapidly acting opiate an- 
algesic, 30 mg. usually equivalent to about 10 mg. mor- 
phine without its undesirable side actions. 

Indications.—Acute and chronic pain. 

‘ Administration.—1 c.c. (30 mg.) subcutaneously every 4 
ours. 

How supplied—Ampoules 30 mg. 1 c.c., 100’s; 20 c.c. 
multiple dose vial 30 mg. per c.c. 
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Dihydrocodeine (RAPADYNE (N), Knoll) 


Description. —Tablets containing: Rapacodin (dihydro- 
codeine) 20 mg. with acetylsalicylic acid, phenacetin and 
caffeine. 

Indications.—For relief of pain. 

Administration.—One every 3 or 4 hours if necessary. 

How supplied.—100. 


Pentaerythritol tetranitrate (PENTRAX, Pfizer) 


Description.—Pentrax 10—Yellow tablets: PETN (pen- 
taerythritol tetranitrate) 10 mg., Atarax (hydroxyzine) 10 
mg. 

Pentrax 20—Pink tablets: PETN 20 mg., Atarax 10 mg. 

Indications.—For preventive management of angina 
pectoris, coronary insufficiency, and coronary artery disease, 
particularly when aggravated by tension or anxiety. 

Contraindications.—Should be used cautiously in glau- 
coma. 

Administration.—Should be taken before meals and on a 
continuous dosage schedule. It does not take the place of 
nitroglycerin in treatment of the acute attack. Begin therapy 
with 1 to 2 yellow tablets 3 to 4 times daily. This may 
be increased for maximal effect by changing to pink tablets. 

How supplied.—Each strength, bottles of 100. 


EMPIRIN products—changes in name (B. W. & Co.) 


‘EMPIRIN’ now denotes the product formerly known 
as ‘Tabloid’ ‘Empirin’ Compound. Full title is: “EMPIRIN’ 
brand Tablets of Acetylsalicylic Acid Compound B. P. C. 


MISCELLANEOUS 
1-Arginine and l-glutamate (MODUMATE, Abbott) 


Description.—Each c.c. contains: Modumate (l-arginine 
]-glutamate) 250 mg. in Water for Injection U.S.P. with 
sodium metabisulphite 0.5% as preservative. 

Indications.— In treatment of ammonia intoxication due 
to hepatic failure; not for management of hepatic disorders 
in which blood levels of ammonia are relatively normal. 

Administration.—By intrayenous infusion of a solution of 
100 c.c. Modumate in 500 or 1000 c.c. of 5% or 10% 
dextrose over a period of 1 to 2 hours. Suggested that 25 
to 50 g. be given as initial dose, repeated after 8 hours if 
blood ammonia levels are still high or if coma _ persists. 
Severe cases may require repeated infusions over 3 to 5 
days. 

How supplied.—100 c.c. 


Phenformin (DBI, U.S. Vitamin) 


Description.—Each white scored tablet provides 25 mg. of 
DBI, brand of phenformin (N.-8-phenethylbiguanide HCl), 
oral hypoglycemic compound, different in chemical struc- 
ture and mode of action from the sulfonylureas; appears 
to have a wider range of clinical usefulness. 

Indications.—To lower elevated blood sugar and eliminate 
glycosuria in diabetes mellitus; has been found effective in 
mild, moderate and severe cases, including brittle diabetes in 
juveniles and adults, and in some cases after failure with 
sulfonylureas. 


Toxic effects not seen so far. Side effects chiefly intestinal, 
especially on dosages exceeding 150 mg. a day; readily 
reversible on dosage reduction or withdrawal. 


Administration.—Orally: Dosage must be individualized. 
Start with low dose initially, usually 25 mg. twice daily 
with meals, with gradual daily increase of 25 mg. every 
3 or 4 days. A daily dose of 150 mg. appears to be the 
practical maximum. Simultaneously with increase of DBI 
dosage, insulin dosage is gradually decreased. Detailed liter- 
ature is available.’ 


How supplied.—100. 
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REVIEW ARTICLE 


VACCINATION AGAINST 
POLIOMYELITIS WITH 
ATTENUATED LIVE VIRUS* 


D. R. E. MacLEOD, M.D., Toronto 


Durinc the past few years in which the Salk-type 
poliomyelitis vaccine has progressed through suc- 
cessive stages of early development, trial and wide- 
spread use, intensive studies on live virus vaccines 


__,by Dr. A. B. Sabin and by Dr. H. Koprowski have 


independently been proceeding through the first 
two of these phases. Despite the considerable 
success of inactivated vaccine, living attenuated 
virus still has a strong appeal, owing to the deep- 
rooted belief in the minds of many of those con- 
cerned with prevention of virus infection that a 
live virus vaccine will give better protection than 
a killed virus vaccine. Indeed until evidence for 
the value of Salk-type vaccine accumulated, it was 
widely held that only the living type could give 
dependable protection, since the two notably suc- 
cessful vaccines against virus diseases—smallpox 
and yellow fever vaccines — are living viruses. It 
has seemed logical’? to attempt to reproduce the 
immunity of natural infection by means of aviru- 
lent virus, and thereby gain the long-lasting im- 
munity which appears to follows poliovirus 
infection.* 


The durability of the protection conferred by 
killed poliomyelitis vaccine has been questioned. 
Insufficient time has yet elapsed for this to be 
fully measured, but there is no evidence yet to 
indicate that the loss of immunity is more rapid 
than after inoculation of other antigens such as 
diphtheria toxoid, or that it will present greater 
problems in maintenance of protection. It is well 
to remember that this property of the immune 
mechanism varies greatly, as does the level of 
measurable antibody and, probably in close re- 
lation to the latter, from one individual to another. 
Immunity following smallpox vaccination may in 
some persons be short-lived, as evidenced by a 
primary take one year after successful vaccination. 


It has been reported by Fox‘® and by Lipson’ 
that in persons immunized with Salk vaccine ali- 
mentary infection is acquired as readily and per- 
sists as long as in non-immunes, in contrast to 
the reduced excretion of poliovirus in those with 
antibody from previous infection. On the basis 
of these and related observations, Fox has pre- 
dicted that the use of inactivated vaccine will not 
reduce the natural spread of poliovirus. However, 
the nature of the alimentary immunity is not 
understood, and other unknown or unsuspected 
factors may change the balance between virus and 
host. Only continued observations over several 


*From the Connaught Medical Research Laboratories, 


Dufferin Division, Toronto 4, Ont. 
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years will establish whether or not the widespread 
use of inactivated vaccine will reduce the dis- 
semination of polioviruses. 

Other advantages of a practical nature put for- 
ward for live virus vaccine ate economy of pro- 
duction and the relative ease of administering an 
oral dose. The important questions to be considered 
are the immunizing power and the safety of these 
attenuated strains. These questions will be dis- 
cussed in the following brief review of their 
development. 

In 1950, Koprowski® first fed an attenuated 
type 2 virus to 20 human subjects. This strain, 
called the TN virus, had been developed by 
passage through mice and cotton rats which re- 
sulted in greatly reduced virulence for monkeys. 
Ii also lost the capacity to produce cytopathogenic 
degeneration of monkey kidney tissue culture cells. 
No illness occurred in any of the subjects. Most 
excreted virus, and all without previous immunity 
to type 2 virus developed antibody. The excreted 
virus showed no increase in virulence on intra- 
cerebral inoculation of monkeys. Two years later 
Koprowski fed an attenuated type 1 virus, the 
SM strain, to humans.’ This strain,'® after passage 
through mice and tissue culture, lost virulence for 
monkeys to the extent that intracerebral inoculation 
of undiluted material caused no paralysis. Only 
intraspinal inoculation, the most sensitive route, 
produced paralysis in a proportion of the monkeys. 
Alimentary infection was established followed by 
antibody development in all subjects. No clinical 
illness was observed. 

By 1956 Koprowski'!-!° was able to report that 
some 500 persons, including infants, children and 
adults, had been fed one or other of these two 
viruses, singly or in combination, without adverse 
effects, thus confirming the early observations. 
Though only a minority of subjects fed TN virus 
excreted detectable amounts, almost all reacted 
by forming antibody. He found that the levels had 
not declined appreciably when tested after three 
years. The SM virus became established in all 
subjects, though refeeding was required in some 
infants; excretion persisted usually for three to 
six weeks, occasionally much longer, even up to 
23 weeks. Neither maternal antibody nor human 
gamma globulin prevented infection. When both 
TN and SM viruses were fed at the same time, 
the type 2 strain was suppressed in some subjects, 
but with an interval of three weeks between feed- 
ing of each type, there was no interference. No 
increase in the virulence of excreted virus was 
observed. Some spread of SM virus to contacts was 
found, but as the subjects in this trial were mentally 
retarded children in an institution, conditions were 
considered unusually favourable to spread. 

Dick and Dane'*-*° have reported on trials they 
carried out in Belfast with both TN and SM 
strains. Some of their findings were at variance 
with Koprowski’s. They stated that “TN vaccine 
virus was found to be non-cytopathogenic in 
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monkey-kidney tissue culture and to produce no 
paralysis when inoculated into monkeys by the 
intracerebral route. Excreted TN fecal virus was 
found to be cytopathogenic and to cause severe 
paralysis when inoculated intracerebrally into 
monkeys.” Some increase in virulence of the SM 
strain was found after human passage. Spread of 
virus to one of two child contacts was observed 
in a family living under normal conditions. There 
was no evidence of spread beyond the family unit, 
and no case of poliomyelitis was notified in Belfast 
during the period of the trial or for four months 
afterwards. Antibody levels were found to decline 
at a rate similar to that after Salk vaccine. 


Considering the TN and SM vaccines to be 
probably inhomogeneous, Koprowski*":?? made 
further passages of the SM virus, selecting the 
progeny of single virus particles by the plaque 
technique and testing by intracerebral and intra- 
spinal inoculation of monkeys. A strain thus 
“purified” was fed to infants by da Silva.** This 
group of infants was also given type 3 virus, the 
Fox strain,” 2? a similarly “purified” strain originally 
derived as a virus of low virulence isolated from 
an asymptomatic child, and also a type 2 virus, 
the M.E.F.1** strain attenuated by adaptation to | 
chick embryo. The type 1 virus recovered from 
the stools of the vaccinated infants showed evi- 
dence of increased neurotropism, but there was no 
further increase in virus isolated from contacts. No 
change in the excreted type 3 virus was found. 
Both of these viruses spread within families, some 
two-thirds of siblings becoming infected. There 
were no reported contact cases of poliomyelitis. 

Another subline of the SM virus was derived?" ** 
by serial passages in humans followed by plaque 
selection. Koprowski found no increase in virulence 
in this series, or in a second series of six serial 
human passages of this highly attenuated virus, 
called the CHAT strain. It required larger doses 
than the SM strain to infect infants regularly. The 
CHAT and Fox strains have been used in more 
recent trials in the U.S.A. and in a large trial 
involving over 240,000 persons in the Belgian 
Congo, as well as in other countries. In a pre- 
liminary report?> on this trial in Africa, it was 
noted that in epidemic areas no cases of poliomye- 
litis were reported after use of the vaccines. 


Dr. A. B. Sabin, whose investigations have 
covered many aspects of poliomyelitis in humans 
and in experimental animals, developed attenuated 
strains of all three types of poliovirus by pas- 
sages in monkey tissue culture.2° Using various 
routes of inoculation in monkeys and chimpanzees, 
he tested the progeny of numerous subcultures,? 
providing many examples of the tremendous capa- 
city of polioviruses to vary in pathogenic properties 
after cultivation in vitro, but finding no strain 
devoid of activity when inoculated into monkeys 
intraspinally, the route which he had shown to be 
the most sensitive. 











1000 Review ARTICLE: VACCINATION AGAINST POLIOMYELITIS 


Among his findings,’ **-°* the following are of 
particular importance. Attenuated strains of all 
three types of poliovirus, lacking paralytogenic 
power on intracerebral inoculation into monkeys, 
could multiply in the throat and intestinal tract in 
chimpanzees and humans without any ill effects. A 
dose of about 100,000 tissue culture units was suf- 
ficient to establish infection in the intestinal tract of 
human adults, but did not multiply in the throat. 
Excretion of virus usually continued for four to six 
weeks, with extremes of 10 days to 140 days. The 
multiplication of the laboratory-modified viruses 
in the intestinal tract was followed not only by 
antibody formation, but also by resistance to 
reinfection of the intestine, similar to that follow- 
ing natural infection. Alimentary immunity was 
not produced by inactivated vaccine, or by live 
vaccine injected intramuscularly unless virus 
reached the intestinal tract and multiplied there. 

In conjunction with observations by Dulbecco,** 
Sabin showed that propagation of poliovirus in 
an acid medium (low bicarbonate reserve) could 
favour the more neurotropic mutants, while in an 
alkaline medium (high bicarbonate reserve) this 
tendency would not be present. 

In the very first tests in chimpanzees and human 
volunteers, Sabin found that, after feeding partially 
attenuated strains, the virus excreted in the stools 
was more neurotropic for monkeys than that which 
was fed. He then studied the neurotropism of 
various poliovirus strains, before and after passage 
through the human intestinal tract, and selected 
a strain of each of the three types which appeared 
to have the least neurotropism and the greatest 
stability. He found that strains of low virulence, 
similar to the laboratory-developed variants, could 
be isolated from healthy children with no recent 
contact with a case of ‘poliomyelitis. The type 1 
strain he chose was the LSc strain attenuated by 
Li and Schaeffer** by passages in monkey tissue 
culture and monkey skin in vivo. The type 2 strain 
chosen, designated P712, was one isolated by Fox 
from a healthy child, and the type 3 was the Leon 
strain, which he had modified by tissue culture 
passages. He selected sublines of each of these 
strains by testing the virulence of subcultures ob- 
tained from single progeny bythe plaque technique. 
These three “purified” strains, designated as the 
LSc,2ab, and the P712,Ch,2ab and the Leon, 
12a,b strains respectively, have been used for 
various tests and trials. Virus excreted by humans 
fed these strains exhibited a slight increase in 
neurotropism in some individuals, but was still 
highly attenuated and less neurotropic than strains 
isolated from healthy carriers. 

Clarke et al.’” reported a small trial in which 
they fed the type 3, Leon 12, a,b strain to 44 
children previously given two doses of inactivated 
vaccine. Virus was isolated from the stools of 
five children. The excreted virus showed an in- 
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crease in neurotropism which appeared to be 
greater than that observed by Sabin. 

In a recent review Sabin*® has questioned the 
significance of their findings, on the grounds that 
their technique of intracerebral inoculation of 
monkeys (0.5 ml. into each thalamic region, as is 
done in the safety testing of inactivated vaccine) 
is highly traumatic and not suitable for the ac- 
curate measurement of “cerebral” neurotropism, 
and also that the medium used for culturing virus 
from the stools was a poorly buffered serum- 
containing medium, which would favour the multi- 
plication of more neurotropic virus, giving results 


_.which might not be representative of the virus in 


the stool iself. He did not consider the increase 
in neurotropism to be significantly greater than 
that observed in his own trials, in which he found 
that such increases in virulence were not related 
to period of virus excretion and did not progress in 
passage from one person to another. Similar findings 
have been reported by Verlinde et al.*' in the 
Netherlands, also by Smorodintseff in the U.S.S.R., 
as quoted by Sabin.*° 

In addition to the various tests reported by 
Sabin involving some 169 persons including adults, 
children and infants, and the studies in the 
Netherlands and the U.S.S.R., more than 3500 
children in Mexico have been fed the three types 
of virus, and three large-scale field trials are now 
in progress. Some 200,000 children in Malaya have 
been given the type 2 virus in the presence of a 
type 1 epidemic, 143,000 children in Czechoslo- 
vakia previously inoculated with inactivated 
vaccine have been fed all three types of virus, and 
a trial involving more than 200,000 children has 
been started in the U.S.S.R. No significant illnesses 
attributable to the live virus vaccines have been 
reported in the children fed the virus or in contacts. 

From the various investigations and human trials, 
it seems to be well established that attenuated live 
virus vaccines can produce alimentary resistance 
and humoral antibodies comparable to those found 
in naturally immune persons. While reports giving 
evidence of their protective value in the field have 
yet to appear, there is every reason to expect that 
it will be of a high order. There is also considerable 
evidence for the safety of those fed the vaccines. 
The important question is the safety of others in 
the community who are not fed the vaccines but 
acquire the viruses which have undergone multi- 
plication in the alimentary tracts of the vaccinated 
or their contacts. It seems clear that most, and 
therefore probably all of the attenuated strains, 
can, under certain conditions not as yet understood, 
undergo some change to greater neurotropism. In 
most individuals where this has occurred, the 
excreted virus was still of very low virulence, but 
in a few instances mutants have appeared which 
may represent a further step in the direction of 
greater virulence, and there seems to be no funda- 
mental reason why virulent variants could not 
ultimately emerge. There is little information about 
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the stability of naturally occurring polioviruses, 
but the wide spectrum of neurotropism exhibited 
by strains isolated from inapparent infections and 
the many variants which have been developed in 
the laboratory suggest that variation can occur in 
the course of spread from huraan to human. Dick** 
reported an instance in which the virus isolated 
from a case was highly neurotropic, but the virus 
from a contact was only slightly neurotropic, 
similar to some naturally occurring strains, and 
suggested that this might be an example of 
instability. 

In countries where the infection rate is high, as 
for example Mexico, where 12% of children one 
to two years of age were found to be carrying 
poliovirus,*’ a large proportion of the viruses tested 
being neurotropic, an increase in virulence of the 
virus excreted by some individuals fed live vaccine 
would constitute no additional hazard of any 
significance. On the other hand, in a country such 
as Canada where the infection rate is relatively 
low, where cases are rare and the dissemination of 
poliovirus is at a low ebb during the winter months, 
the emergence of a virulent mutant could be a 
danger in any area where there remained suscep- 
tible individuals in the population. 


It would seem wise, therefore, to avoid wide- 
spread or indiscriminate use of live virus vaccines 
in this country, where the results of inactivated 
vaccine are good and, with an increasing number 
who have received a booster dose, improving each 
year; nor has such use been advocated as yet for 
countries such as Canada.** *® While trials of the 
living virus vaccines are proceeding in many parts 
of the world under diverse conditions, the im- 
mediate future should be utilized as fully as pos- 
sible to study the behaviour of polioviruses in our 
communities and the impact of the wide use of 
inactivated vaccine upon them. 


Such a policy would in no way preclude pur- 
poseful investigations of the properties of live virus 
vaccines, and their use in trials where the character 
of the excreted virus can be carefully studied and 
the spread limited. There is indeed every reason 
for serious efforts in this direction. A great deal of 
intensive research has been done by investigators 
of experience and imagination, and trials are pro- 
ceeding in many other countries. The objective of 
the various fields of study is to find which method, 
or combination of methods, will ultimately provide 
the soundest and most durable protection, with 
assured safety, in the situation peculiar to each 
country. 
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Men and Books 


MASS SKIN GRAFTING 
IN THE NINETIES 


InN January 1891, 146 persons donated a small portion 
of their skin to graft a large raw area on a Chicago 
patient. For an account of this unusual and historic 
operation, we are indebted to Dr. G. B. B. Buffam 
of Victoria, B.C., who forwarded an account of the 
event in the Canadian Craftsman and Masonic Record 
(25: 238, February 1891). 

This journal records that one John O. Dickerson had 
submitted to an extensive operation for the removal 
of a cancer involving his right hip and thigh, and was 
left with a large raw area which was first grafted 
with skin from a couple of young goats without any 
success. The alternative of human skin was then con- 
sidered, and since the patient was a Knight Templar, 
the local St. Bernard Commandery was approached 
and asked to volunteer portions of skin for their brother 
Mason. Out of 300 volunteers, 175 men were divided 
into three divisions and marched successively to the 
emergency hospital where the patient was anes- 
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thetized, and the wound cleansed and prepared for the 
graftings. As soon as he had recovered from the 
anesthetic, grafting began. 

“The willing and in some instances smiling victim 
for skinning was first taken into a room adjoining the 
operating one, and then, having exposed his left arm, 
the spot from which the skin was to be cut was 
first thoroughly rubbed, then washed with a prepa- 
‘ ration, the main ingredients of which were soap and 
water, after which the part was bathed with alcohol. 
Then with his razor he was taken into the operating 
room, where Dr. Fenger and his staff, Drs. Bernauer 
and Mahler, were in attendance. Dr. Bernauer deftly 
seized the razor, cut four lines on the arm to mark the 


size and boundaries of the piece of cuticle to be re- ..: 


moved and then before the Knight of the Cross knew 
what was the matter, the piece of skin was shaved off, 
seized with a pair of pincers by Dr. Mahler, and 
handed to Dr. Fenger, who placed it on the raw and 
palpitating flesh of Brother Dickerson.” 

Out of the volunteers only 10% were rejected because 
of “sickness or blood contaminations or skin diseases”. 
One volunteer had a double slice cut off his arm, be- 
cause the doctor could not resist the generous sub- 
missive expanse of cuticle presented before him. The 
average extent of the skin cut off was about 1 sq. in. to 
each man. Antiseptics were liberally used, the razors 
being dipped in a solution of carbolic acid, and the 
donor area powdered with iodoform. The entire sur- 
face of approximately 1 sq. ft. was covered with 158 
grafts, and the whole operation took up 3% hours. 
Unfortunately there is no record of the outcome of the 
operation. 
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SEMINAR ON ALCOHOLISM 


A ONE AND ONE-HALF day seminar course for phy- 
sicians, especially those in general practice, is being 
planned at the Alcoholism Research Foundation of 
Ontario, 9 Bedford Road, Toronto, for Friday and 
Saturday, November 13 and 14, 1959. This is under 
the joint auspices of the Alcoholism Research 
Foundation and the College of General Practice of 
Canada. Attendance at the course will be limited 
to 25. 

There will be three sessions of approximately 
three hours each on Friday morning, Friday after- 
noon and Saturday morning. At each session two 
or three members of the medical staff of the 
Foundation will make short presentations in the 
nature of working papers, to be followed by a 
discussion and at least one case problem. 

The sessions will deal with: 


Session 1—The nature of the problem: social back- 
ground, psychopathology, physiology, organic 
pathology, etc. 

Session 2—Medical management: treatment of the 
acute phase, management of complications, 
protective drugs and other medications follow- 
ing the acute phase. 

Session 3—Other factors in treatment: psycho- 
therapy, group therapy, rehabilitation units, 
Alcoholics Anonymous, etc. 
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Enquiries should be directed to Dr. John Arm- 
strong, Medical Director, Alcoholism Research 
Foundation, 9 Bedford Road, Toronto, Ontario. 

Attendance at this seminar qualifies for formal 
study credits for members of the College of General 
Practice. The Foundation would also be prepared 
to provide more prolonged periods of in-service 
training, for one or two physicians at a time, if this 


should be desired. 





COLLEGE OF GENERAL 
PRACTICE BURSARIES 


(Made possible by Schering 
Corporation Limited) 


edICINg e THE SCHERING CORPORATION 

> ©. Limited made available this 

§ %, year 10 bursaries to help mem- 
os 2 bers of the College of General 
3G ™.& Practice of Canada defray ex- 
ae, in penses incurred in attending 
C4 NaDEN®’ postgraduate studies. These bur- 


saries provide for concentrated 
two-week courses at the following hospitals: 

The Montreal General Hospital; Dr. R. Roy, 
Chairman, Postgraduate Board, 

lH6pital St-Luc, Montreal; Dr. Roméo Boucher, 
Chief of Medical Services. 

University Hospital, Saskatoon; Dr. Allan A. 
Bailey, Secretary of the faculty in charge of 
arrangements. 

The program of instruction is modelled on one 
in operation for some time at the Montreal General 
Hospital. It is hoped that more hospitals will be 
added to this program as more doctors seek post- 
graduate studies. The award winner may apply to 
the hospital of his choice at any time and ask that 
a two-week course be arranged for him. This course 
will include daily ward rounds, attendance at all 
conferences and at surgical procedures, techniques 
and specialist clinics in either medical or surgical 
specialties, 

Pre-selection by the award winner of the subjects 
he wishes to study is encouraged. For instance, 
he may spend the whole time in cardiology if he 
chooses to do so. One of the staff men will be 
assigned to supervise the course and to meet with 
the participant from time to time to discuss the 
problems arising. The recipient will pay $100 out 
of the $500 award to the hospital, retaining the 
balance to help cover his other expenses. These 
bursaries have a allocated one to each province, 
the recipient being chosen by the provincial award 
committee from both their active and associate 
members. 

The following are the award winners for 1959: 
British Columbia.—Dr. Stafford Z. Bennett, Alexander Ave. 

Vancouver, 
Alberta.—Dr. Edward G. Evans, Vermilion. 
Saskatchewan,— 
Manitoba.—Dr. B. Symchych, 3rd St. N.E., Dauphin. 
Ontario.—Dr. James A. Taylor, 73 Erie St. S., Leamington. 
Quebec.—Dr. John C. MacKimmie, 593 Main St., Lachute. 


New Brunswick.—_Dr. Walter O. Chestnut, Carleton Co., 
Hartland. 


» 
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Nova Scotia.—Dr. Samuel G. B. Fullerton, 20 Quinpool Rd., 
Halifax. 

Prince Edward Island.—Dr. Harold P. Stewart, 224 Queen 
St., Charlottetown. 

Newfoundland.—Dr. James Gough, St, John’s General Hos- 
pital, St. John’s. 





UPJOHN SCHOLARSHIPS—1959 


giviClng e THe Upjoun Company of Can- 

> oN ada made available this year 18 

§ %, scholarships of $500 each to 

| G Dp 2 members of the College of Gen- 
3 =. eral Practice. 

a _= These scholarships are meant 

4 ‘aa to help defray expenses in- 


curred in attending postgraduate 
courses, and are open to any member of the College 
of General Practice of Canada. The course must be 
of a minimum duration of two weeks and may be 
in any hospital in Canada or the United States. 
On completion of the course, the recipient is re- 
quired to submit to the Executive Director of the 
College: (a) a signed record of his attendance; (b) 
a written report of the course and his judgment 
of its value in practice. 

These scholarships have been allocated accord- 
ing to provincial membership in the College, as 
follows: six in Ontario; three in Quebec; two in 
B.C., and one each in the remaining provinces. 

The provincial awards committees have chosen 
the recipients from the active and associate mem- 
bers of their respective provinces, and the follow- 
ing are the award winners for 1959: 


British Columbia.—_Dr. Adam C. Waldie, 4326 West 10th 
Ave., Vancouver; Dr. Jacob H. Kope, Enderby. 

Alberta.—Dr. W. R. V. Laing, Hanna. 

Saskatchewan.—Dr. Robert E. C. Ritchie, Brock. 

Manitoba.—Dr. Richard T. Okumura, P.O. Box 190, Mc- 
Creary. 

Ontario.—Dr. W. V. Zaharuk, 162 Cathcart St., Sault Ste. 
Marie; Dr. E. R. Somerleigh, Ist St., Nipigon; Dr. S. 
L. Handford, 705 2nd Ave. W., Owen Sound; Dr. 
Gerald L. Blanchet, 2453A Bloor St. W., Toronto; 
Dr. J. A. Thomson, 134 Spruce Ave., Box 121, Elliot 
Lake; Dr. C. T. Lamont, Elisabeth St., Thamesville. 

Quebec.—Dr. Dollard Larouche, 178 rue Bossé, Chicoutimi; 
Dr. Georges H. Levesque, 475 ave. Royale, lAnge 
Gardien, Co. Montmorency; Dr. Roger A. Caron, 2021 
Chamberland, Trois-Riviéres. 

New Brunswick.—Dr. Vernon A. Snow, Hampton. 

Nova Scotia.—Dr. Henry A. Myers, 102 Church St., Amherst. 

Prince Edward Island._Dr. W. E. Callaghan, Water St., 
Summerside. 

Newfoundland.—_Dr. Alan W. James, Grand Falls Clinic, 
Grand Falls. 
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TEXT IL he et 


C.M.A. GENERAL COUNCIL 


The 92nd Annual Meeting of the General Council 
of the Canadian Medical Association met in the Royal 
York Hotel, Toronto, on May 29 and 30, 1959. Dr. 
Norman H. Gosse of Halifax, N.S., Chairman of 
Council, welcomed the members and Dr. Lome 
Whitaker of Ontario brought them greetings on 
behalf of the Ontario Medical Association. The roll 
call was taken and a Committee on Resolutions was 
set up consisting of the following members: Dr. F. 
Turnbull, British Columbia; Dr. G. E. Wodehouse, 
Ontario; Dr. Ian Rusted, Newfoundland. 

In introducing the business of the day, Dr. Gosse 
said that the Executive Committee at its last meeting 
had decided to try to cut down as far as possible the 
amount of reading of reports at this meeting, in order 
to give more time for debate. He therefore asked com- 
mittee chairmen and others to present their reports in 
synopsis so far as possible. 

The report of the Committee on Archives was 
presented by Dr. J. B. Ritchie, who had taken over 
the chairmanship of this committee last year from 
Dr. H. E. MacDermot. Dr. Ritchie paid a tribute to 
his predecessor and to his endeavours as historian of 
the Association. In addition to the History of the 
Canadian Medical Association, Volume II of which had 
recently appeared, Dr. MacDermot is actively en- 
gaged in preparing “One Hundred Years in Canadian 
Medicine” to celebrate the centenary of the Associa- 
tion which is now only eight years distant. Dr. Ritchie 
recommended that the 10 divisions of the Canadian 
Medical Association each organize a divisional Com- 
mittee on Archives, whose chairman should act as a 
corresponding member of the C.M.A. committee. This 
would facilitate collection of historical material close 
to its source. In his own province of Saskatchewan, 
Dr. Ritchie said, the Provincial Archives Committee 
was well up-to-date. Many short biographies on medi- 
cal men who had served with the North-West Mounted 
Police had been unearthed, and these men had been 
given their due recognition. Much help had been ob- 
tained from the late Dr. John E. Valens. Similarly, in 
Manitoba Dr. Ross Mitchell was making a great 
contribution as historian, and the same could be said 
of Drs. E. P. Scarlett and G. S. Stanley of Calgary and 
Dr. H. Jamieson of Edmonton. He hoped that other 
provinces would make similar efforts. He concluded 
with a tribute to famous medical women doctors. 


Executive Committee Report 


During the debate on the report of the Executive 
Committee, Dr. A. F. VanWart took the chair while 
Dr. Gosse summarized certain informative sections of 
the report and read in full other sections which merited 
debate. Thanks were expressed to the Atlantic 
provinces for their help in connection with the 91st 
Annual Meeting last year in Halifax, N.S. Preparations 
for the 92nd Annual Meeting were described, ‘and it 
was pointed out that this meeting was unique in that 
it was divided chronologically, geographically and 
functionally into three distinct parts: (a) the meeting 
of General Council on May 29 and 30; (b) the Annual 
General Meeting in Toronto on June 30 when His 
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Royal Highness, The Duke of Edinburgh, would be 
installed as President of the Canadian Medical Associa- 
tion; (c) the joint meeting with the British Medical 
Association in Edinburgh on July 18 to 24. Because of 
this tripartite meeting, the Executive Committee had 
recommended the following delineation of duties per- 
taining to current officers of the Association, elective 
members of the Executive Committee and their suc- 
cessors. The officers and members of the Executive 
Committee elected by General Council on May 29 and 
30, 1959, are not to assume office forthwith but to be 
considered as beginning their term of office at the 
close of the scientific session in Edinburgh on July 24. 
The newly elected officers and members of the Execu- 


tive Committee would however be expected to attend _ 


the meeting held on May 31. With the installation of 
the President on June 30, his Canadian deputy, Dr. 
E. Kirk Lyon, would assume all duties connected with 
his office and the current President would then assume 
the duties of Past-President. At the scientific sessions 
in Edinburgh, the current officers and members of the 
Executive Committee would carry out any duties con- 
nected with their positions and at the conclusion of 
the sessions on July 24, their successors would be 
considered to have been installed. General Council 
ratified this arrangement. 


The 93rd Annual Meeting will be held in Banff, 
Alberta, on June 13 to 17, 1960. The following is the 
remaining schedule of divisional Annual Meetings for 
1959: Nova Scotia Division, Keltic Lodge, Cape 
Breton, June 23 to 27; Prince Edward Island Division, 
Charlottetown, August 28 and 29; New Brunswick 
Division, St. Andrews, September 2 to 5; Alberta 
Division, Edmonton, September 28 to October 1; 
Manitoba Division, Winnipeg, October 5 to 9; British 
Columbia Division, Victoria, October 13 to 16; Sas- 
katchewan Division, Saskatoon, October 19 to 22. 

At the end of the last calendar year the membership 
of the Canadian Medical Association amounted to 
13,170 as against 12,347 in 1957. No requests for 
affiliation had been received during the current year. 
At present 20 national medical societies and 13 medico- 
lay organizations were affiliated. 

A new C.M.A. educational activity was announced. 
The Canadian Association of Radiologists had _ re- 
quested that the Canadian Medical Association become 
active in the approval of schools for radiological 
technicians. This request was agreed to and the neces- 
sary organization will be established to carry it out. 
A special Committee on Approval of Schools for Radio- 
logical Technicians has been authorized, and Dr. E. 
A. Petrie of Saint John, N.B., has accepted the chair- 
manship. A basis of approval is being elaborated with 
the help of the Canadian Association of Radiologists 
and the Canadian Society of Radiological Technicians. 
It is hoped that this new activity will operate for the 
benefit of education in radiography in a manner 
similar to that in laboratory technology. 

The new addition to C.M.A. House, Toronto, is now 
being constructed, and Council were informed that 
tenders had been received on March 10 ranging from 
$198,000 to $213,000. The contract had been awarded 
to the firm of Gardiner-Wighton, the lowest tenderer. 
Council agreed that an additional sum of $50,000 
should be made available for expenditure on the new 
building, including the installation of air-conditioning 
machinery. 
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Council were informed of the resignation of the 
Canadian Medical Association as a member of the 
Joint Commission on Accreditation of Hospitals, and 
the launching of the all-Canadian program of hospital 
accreditation in January last. It was agreed that the 
work of the Canadian Council on Hospital Accredita- 
tion should receive financial support as proposed in 
the later report of the Committee on Hospital Services 
and Accreditation. 

The attention of Council was called to the fact that 
the new Canadian Medical Retirement Savings Plan 
had achieved in a very short period a greater success 
than any similar group-plan in the country. Because 
of this success, many inquiries had been received from 


. interested associations in the United States and from 


individuals to whom the C.M.R.S.P. was favourably 
known. Per capita contributions of participants in 
C.M.R.S.P. were high and total membership was just 
in excess of 2000. More members were urged to re- 
examine the advantages of participation in this very 
favourable and flexible plan. 

In 1958 a sub-committee of the Executive Com- 
mittee, comprised of Drs. Douglas, Quintin and Thom- 
son, carried out a study of the scope and function of 
Trans-Canada Medical Plans. They gathered a great 
deal of information by correspondence, questionnaires 
and personal visits to member plans and divisions. A 
written report was forwarded to Trans-Canada Medical 
Plans, and Dr. Douglas gave a short résumé of this 
report. Dr. Douglas emphasized that the sub-committee 
had found a great lack of interest in prepaid medical 
care right across Canada. He felt that doctors in 
general should be better informed on the changes in 
the economic situation. Recommendations of the sub- 
committee were divided into consideration of: (1) the 
part to be played by Canadian medicine; (2) the part 
to be played by the member plans. As _ regards 
organized medicine, it was recommended that C.M.A. 
provide the leadership in interpreting the philosophy 
of organized medicine on medical care, create a 
special committee on prepaid medical care to work in 
conjunction with the Committee on Medical Economics, 
and increase its representation on the commission of 
T.C.M.P. to two members appointed by the Executive 
Committee. It was also recommended that an educa- 
tional campaign on prepaid medical care be under- 
taken by the C.M.A. through the medium of its Journal, 
and through the provincial bulletins, through forums 
and lectures at annual meetings and by any other 
available means. As for T.C.M.P., it was agreed that 
that organization should function simply as a trade 
association for the member plans; in other words it 
should concentrate on the mechanics of providing pre- 
paid medical care without developing philosophies. 
Speaking on this subject, the chairman of the Com- 
mittee on Medical Economics warned Council that 
organized medicine had to show that private enter- 
prise could provide prepaid medical care, in view of 
the increasing acceptance of the philosophy that it 
was proper for government to provide this. One im- 
portant problem was that section of the community 
which had difficulty in obtaining prepaid medical 
care; steps must be taken to study means of including 
them in any doctor-sponsored schemes. 

At this point a resolution from the Manitoba Division 
of the Canadian Medical Association was read and 
ably presented by Dr. L. Rabson, urging the forma- 
tion of a special committee of the C.M.A. to be known 
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as the “Committee on Prepaid Medical Care”, for the 
continuous study of all matters pertaining to health 
insurance and medical service. This committee would 
be asked: “(a) To study and make available to C.M.A., 
facts, data and recommendations with respect to timely 
and proper provision of prepaid medical care for the 
people of Canada; (b) to investigate matters pertain- 
ing to the economic and social aspects of prepaid 
medical care; (c) to study and resolve matters of 
health insurance of common interest to C.M.A. and 
the prepaid plans in Canada, in order that each may 
assist the other to provide the best possible medical 
service to the people of Canada; (d) to utilize the 
functions and personnel of the Bureau of Medical 
Economics; to hold meetings as frequently as necessary 
for the proper completion of its terms of reference and 
to maintain a close liaison with the Economics Com- 
mittee and the Executive of the C.M.A.” 

During debate of this motion, which was supported 
by the Ontario Division, members of the latter clarified 
the statements about prepaid medical care which had 
appeared in the press following meetings of the 
council of the O.M.A. The O.M.A. point of view was 
that before plans for providing such care were 
formulated by government the medical profession ought 
to be consulted to make sure that the plans were 
realistic; acceptability of plans by the profession would 
depend on their being in the best interests of the 
patient. The people of Ontario had the right to say 
whether they wanted the government to enter prepaid 
medical care, but the profession as the providers of 
such care had the right to determine such matters as 
the standards of care, and the mode of remuneration. 
As one O.M.A. representative put it, they were not 
interested in being in the business of health insurance 
simply for business’ sake, but in order to protect the 
interests of the patient. The motion was carried, and 
a vote of thanks was passed to Dr. Douglas and his 
colleagues for their work. 

The activities of the Advisory Committee to the 
Federal Government during the past year were re- 
viewed. The attention of this committee had been 
focused on the old problem of the relationship of 
practising physicians to the Indian and Northern 
Health Services. The Advisory Committee had pre- 
pared a brief setting out the main difficulties and 
seeking clarification of the degree of government 
responsibility for health service to Indians. This brief 
was presented and debated at a meeting in Ottawa on 
February 19 attended by the Minister of Citizenship 
and Immigration, the Minister of National Health and 
Welfare, and other government officials. The Director 
of Indian and Northern Health Services had under- 
taken to prepare a statement for C.M.A. scrutiny, 
embodying the policy of the Federal Government on 
its health responsibilities. An information bulletin on 
the attitude of the profession to developments in hos- 
pital care insurance had been prepared by the nucleus 


of the Committee on Public Relations and distributed ~ 


to members of both Houses of Parliament and to the 
news media. 

It is understood that the Canada Shipping Act may 
be revised shortly, and a resolution from the B.C. 
Division asking the C.M.A. to prepare a full state- 
ment on the medical complications o£ this Act was 
carried. 

Council were informed of the amendment to the 
Act of Incorporation of the Canadian Medical Associa- 
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tion, which had recently been the subject of a private 
bill in the Federal Parliament. Two C.M.A. members, 
Senator J. A. Sullivan and Dr. H. M. Horner, had 
sponsored the bill in the Senate and House of Com- 
mons respectively and presented the measure most 
effectively. The measure had received the Royal 
assent so that the amendments, which would permit 
the Association to do certain things not envisaged in 
its original constitution, were now the law of the land. 

Council were informed that the returns from the 
survey of salaried physicians undertaken in the early 
part of 1959 were now being analyzed; the findings 
will be published in due course. Preliminary scanning 
confirms the impression that a growing proportion of 
the medical profession derive their income from 
salaried employment. 


The Executive Committee reported the publication 
of Volume II of the History of the Canadian Medical 
Association, written by Dr. H. E. MacDermot, and 
now available to members at $2.50 per copy. It also 
reported the arrangements for the XIIIth General 
Assembly of the World Medical Association in 
Montreal, September 7 to 12, 1959. Preparations for a 
distinctively Canadian meeting were in hand, and 
Drs. N. H. Gosse and M. A. R. Young had been ap- 
pointed C.M.A. delegates, with Drs. T. J. Quintin 
and Lorne Whitaker as alternates. The Executive Com- 
mittee would meet in Montreal on Sunday, September 
6, to facilitate adequate C.M.A. representation at all 
functions. On the previous week, August 30 to Septem- 
ber 4, the Second World Conference on Medical 
Education would take place in Chicago and the 
following Canadian doctors would participate as 
speakers or panelists: Dr. R. F. Farquharson, Dr. J. 
Wendell Macleod, Dr. G. H. Ettinger, Dr. J. A. Mac- 
Farlane, Dr. A. L. Richard, Dr. R. R. Struthers and 
Dr. R. A. Macbeth. It was estimated that the share 
which the C.M.A. might assume of the new W.M.A. 
budget in 1960 would be $10,000. It was suggested 
that the Canadian Supporting Committee be re- 
activated with a view to providing a portion of this 
increased assessment. 

It was also reported that the British Commonwealth 
Conference, which first met in Saskatoon in 1949, 
would hold a meeting in London, England, July 11 to 
14, 1959, and the Association would be represented 
by Dr. E. K. Lyon and Dr. A. D. Kelly. 


Nominating Committee 

The following Nominating Committee was elected: 
Drs. C. D. Kean, T. Laidlaw, A. L. Murphy, F. C. Jen- 
nings, T. J. Quintin, L. Whitaker, E. E. Johnson, E. R. 
Stewardson, J. W. Macgregor and J. F. Tysoe. 


Report of Honorary Treasurer 


Dr. G. W. Halpenny of Montreal, Honorary Treas- 
urer, submitted his financial report for the year ending 
December 31, 1958, as audited by Messrs. McDonald, 
Currie and Company. He indicated that the net worth 
of the Association on December 31, 1958, was $655,217. 
Of this amount $148,000 is invested in land, buildings 
and furniture and a further $250,000 is committed 
for the erection of an addition to C.M.A. House. He 
stated that the Association had had a very successful 
year, and that the surplus from 1958 operations would 
enable the Association to finance the new building 
addition without selling bonds presently held. Partici- 
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pation in the Canadian Medical Retirement Savings 
Plan compared favourably with that in other registered 
retirement savings plans in Canada, and individual 
contributions were running at a high level. To date, 
total contributions had exceeded $4,300,000 of which 
$1,690,000 had been invested in the insured annuity 
plan and $2,700,000 had been invested in the common 
stock plan. Investment results had exceeded expecta- 
tions. Full details and a balance sheet will appear in 
our September | issue as usual. 


Reports of the Editor and Managing Editor 
The editor of C.M.A. publications, Dr. S. S. B. 
Gilder, reported briefly on the year’s activities, drawing 


attention to the fact that the title of the Canadian-- 


Medical Association Journal now appeared in the two 
official languages of the country, that the backlog of 
publications had been kept down to reasonable limits 
again last year, and that every endeavour was being 
made to develop the Journal as a news medium and 
as a medium for rapid publication of important re- 
search. He also stressed the growing success of the 
new Canadian Journal of Surgery. He informed Council 
that he had been asked to serve as editor of the World 
Medical Journal, the official organ of the World Medical 
Association, on the resignation of the former editor, 
Dr. Austin Smith. This request had been put forward 
by the council of the W.M.A. after their meeting in 
Australia in April, and agreed to by the Executive 
Committee of the C.M.A. 

The report of the Managing Editor, Dr. T. C. 
Routley, showed a more profitable year than 1957 as 
regards the Canadian Medical Association Journal, and 
a slight margin of profit on the first year’s working 
of the Canadian Journal of Surgery. Dr. Routley said 
that considerable thought had been given to the advis- 
ability of launching a second specialized journal in 
the field of internal medicine and clinical investigation 
in Canada. After much exploration of this matter, it 
had been decided that a better alternative would be 
to publish the Canadtan Medical Association Journal 
weekly as from January 1, 1960. Council agreed with 
the view of the Executive Committee that this should 
be done. This Journal will therefore appear from next 
January in a weekly form, and it is hoped that this 
venture will be as successful as was the changeover 
from monthly to twice a month publication in 1955. 


Committee on Occupational Medicine 


Dr. R. G. Warminton, chairman of this committee, 
presented a short report in which he stated that a 
brochure on “Guiding Principles for the Practice of 
Occupational Health” was reaching final form and 
would soon be available for publication and distribu- 
tion. A resolution that the provision of occupational 
health services in industry should be a matter for 
determination by the employers concerned rather than 
by a third party, was referred back for further study. 


Committee on Maternal Welfare 

The report of the Committee on Maternal Welfare 
was presented by Dr. Thomas Primrose, who brought 
heartening news of provincial activities in this* field. 
He said that after a long latent period, the provincial 
maternal welfare committees had really become active 
and problems of maternal deaths were now being 
studied intensively from coast to coast. From the data 


> 


Canad. M. A. J. 
June 15, 1959, vol. 80 


available, it would seem that hemorrhage still tops 
the list of causes of maternal death throughout the 
country, even in larger centres, However, toxzemia also 
carries a heavy toll. These causes of death might be 
cut even further by provision of more adequate blood 
replacement facilities and further education of the 
public and profession in the need for more intensive 
antenatal care. Little had been heard during the past 
year of the use of oral abortifacients, but intravaginal 
insertion of caustics, such as potassium permanganate, 
had again become popular; for instance, seven 
cases had recently been seen by Dr. Primrose on his 
service. Several deaths had been reported throughout 
the country in 1958 of overwhelming sepsis due to 
infected criminal abortions. Provincial committees on 
maternal welfare were urged to contact their pro- 
vincial demographers to ensure that a clause in pro- 
vincial death certificates was retained, inquiring whether 
any woman dying was actually pregnant at the time 
of death or recently pregnant. 


Income Tax 


The chairman of the Committee on Income Tax, 
Dr. R. M. Mitchell, commented on their success in 
having the Minister of National Revenue agree that 
for the purpose of income tax deductions for attendance 
at the C.M.A. meeting this year, the three parts of 
that meeting—the meeting of General Council on May 
29 and 30, the Annual General Meeting on June 30 
and the scientific sessions in Edinburgh in July—would 
all constitute parts of the 92nd Annual Meeting. He 
also discussed negotiations with the income tax author- 
ities on hardship which might arise when a participant 
in the Canadian Medical Retirement Savings Plan had 
a sharp drop in his income from one year to the next, 
and was not allowed to transfer the excess of his pre- 
vious year’s savings above the 10% limit to the follow- 
ing year. 


Public Health 


Dr. G. E. Duff Wilson presented the report for the 
Committee on Public Health. The committee had been 
asked by the Association to advise on its possible 
sponsorship of a Canadian branch of the International 
Federation of Sports Medicine; this was not advised 
because in general it appeared that the International 
Federation was concerned only with highly trained 
athletes. Nevertheless, the Committee on Public 
Health hoped that the C.M.A. would identify recrea- 
tion as a part of preventive medicine and undertake 
some study of the present unsatisfactory scientific 
background of physical fitness. The C.M.A. should 
make available its advice and counsel by seeking 
representation on the governing bodies of reputable 
organizations whose aim was to promote physical 
fitness of Canadians. This subject would also include, 
of course, rehabilitation from illness. The Committee 
on Public Health would seek further advice and in- 
formation on this subject and later make a recom- 
mendation for the part to be played by organized 
medicine in Canada in raising the standards of physical 
fitness of the nation. The committee was authorized by 
Council to collaborate with other health agencies if 
requested in further study of the beneficial effects of 
fluoridation of water supplies on dental health. In 
discussion of this report, Dr, G. Sawyer described the 
activities of an Ontario Medical Association commit- 
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tee which had been studying such questions as the suit- 
ability of games at various ages, health education cur- 
ricula, treatment of sports injuries, etc. 


Hospital Accreditation 


The report of the Committee on Hospital Services 
and Accreditation was presented by its chairman, Dr. 
N. N. Levinne. He presented a balance sheet and 
budget for the Canadian Council on Hospital Accredita- 
tion, which had surveyed 128 hospitals in Canada 
during 1958. It is anticipated that 125 to 150 surveys 
will be conducted in 1959. Dr. Levinne pointed out 
that some types of hospitals such as mental hospitals 
have not yet been included in surveys, and also that 
smaller Canadian hospitals were not participating as 
fully in the program as they might. It was expected 
that the workload of the Canadian Council would in- 
crease considerably and it was recommended that the 
contribution of participants in the Council should be 
at a rate of $4000 per seat for 1960 instead of the 
previous $2500. This was agreed. 


Training of Interns 


The Committee on Approval of Hospitals for the 
Training of Junior Interns reported that there are at 
present 78 hospitals approved in Canada. This is about 
one-half of the 148 Canadian general hospitals of over 
150 beds in size that are eligible for approval. On 
January 1, 1959, there were 1154 junior internships 
including undergraduate and graduate varieties in 
C.M.A. approved hospitals. It is becoming increasingly 
apparent that all intern training programs require a 
careful evaluation from time to time, and the com- 
mittee proposes to invite 10 to 12 hospitals to par- 
ticipate in a self-evaluation program. Junior interns 
will be asked to complete a questionnaire designed to 
elicit the type and quality of training received during 
the year of rotation. 

Remuneration of interns was discussed, and after 
some debate an amended resolution was carried “that 
in order to assist in the recruitment of medical students 
in Canadian universities and to provide a more 
adequate income for junior interns, the C.M.A. approve 
the principle of adequate remuneration of junior in- 
terns”. Mr. Jules Harris, President of the Canadian 
Association of Medical Students and Interns, asked 
that his organization be given two voting seats on the 
General Council of the C.M.A., but it was felt that 
voting members of Council should be full members 
of the Canadian Medical Association, and the request 
could not therefore be granted. 


Chairman of Council's Valedictory Address 


Towards the end of the afternoon session on May 
29, Dr. Norman H. Gosse, the retiring Chairman of 
Council, delivered a valedictory address to Council 
in which he ranged over a wide field. He expressed 
appreciation of the great improvement in quality in 
Canadian provincial medical journals during the last few 
years, urged increased support for the World Medical 
Association, whose potential for good was great, and 
expressed the belief that unity in the medical pro- 
fession was somewhat greater than it had been several 
years previously. He then made a number of sugges- 
tions for reorientation and adjustment in the internal 
organization of the Canadian Medical Association. At 
the close of his address he received a standing ovation. 
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Saturday, May 30 


The Saturday morning session of General Council 
began with some continued debate on the report of 
the Committee on Approval of Hospitals for the Train- 
ing of Junior Interns. Drs. Crutchlow and Stewardson 
wanted Council ,to make a more realistic approach to 
intern remuneration and to name an actual figure, but 
Dr. Whitaker pointed out that remuneration was a 
provincia] matter and that it was impossible to name 
an overall national figure. It was finally recommended 
that the matter of remuneration of junior interns be 
referred to the divisions for further study by the tariff 
committees. 


Ethics 


Dr. P. O. Lehmann presented the report of the 
Committee on Ethics, in which the main item referred 
to the desirability and ethics of dispensing by doctors 
of such commodities as spectacles and hearing-aids. 
The committee felt that while dispensing of certain 
commodities had originally been undertaken by phy- 
sicians to provide a service not otherwise available to 
their patients, it should now form no part of the 
practice of medicine except in special circumstances. 
The committee therefore brought forward a resolution 
which in essential suggested that dispensing of “all 
commodities related to the practice of medicine” should 
be dissociated from the work of practitioners except 
in places where those with special training or quali- 
fications for dispensing were not available. In debate, 
it was suggested that since this matter might be taken 
to apply to the dispensing of drugs, further consulta- 
tion with interested bodies such as the College of 
General Practi¢e of Canada was desirable. The matter 
was therefore referred back to the Committee on 
Ethics for further study. 


Report of the Nominating Committee 

The report of the Nominating Committee was now 
brought in, and the following nominations were 
approved by Council, and the gentlemen declared 
elected: 


President-Elect—Dr. 
Alberta. 

Chairman of Council—Dr. 
Windsor, Ontario. 

Treasurer—Dr. G. W. Halpenny of Montreal, Quebec. 


R. M. Parsons of Red Deer, 


Murray S. Douglas of 


Executive Committee 


British Columbia—Representative, Dr. P. O. Lehmann; 
Alternates, Dr. J. F. Tysoe until October 1959; 
Dr. E. C. McCoy after October. 

Alberta—Representative, Dr. A. A. Haig: Alternate, 
Dr. J. W. Macgregor. 

Saskatchewan—Representative, Dr. E. R. Stewardson: 
Alternate, Dr. H. D. Dalgleish. 

Manitoba—Representative, Dr. R. W. Richardson: 
Alternate, Dr. A. M. Goodwin. 

Ontario—Representatives, Dr. L. Whitaker; Dr. W. W. 
Baldwin; Dr. W. W. Wigle: Alternate, Dr. Ian 
Davidson. 

Quebec—Representatives, Dr. R. Lemieux; Dr. T. J. 
Quintin: Alternate, Dr. F. W. Fitzgerald. 

New Brunswick—Representative, Dr. George M. White: 
Alternate, Dr. Paul Melanson. 

Nova Scotia—Representative, Dr. R. O. Jones: Alter- 

nate, Dr. H. J. Devereux. 
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Prince Edward Island—Representative, Dr. J. Mc- 
Millan: Alternate, Dr. J. H. Maloney. 

Newfoundland—Representative, Dr. J. D. Roberts: 
Alternate, Dr. D. Cant. 


The Nominating Committee also recommended that 
the Committee on Organization of the C.M.A. should 
_ study the function and structure of the Nominating 
Committee with a view to suggesting improvements. 
Drs. Parsons, Douglas and Halpenny then addressed 
General Council briefly. 

The report of the Committee on the Medical Aspects 
of Traffic Accidents was presented by Dr. E. Crutchlow. 


Various provincial activities in this field were mentioned _, 


and meetings between this committee and the Execu- 
tive of the Canadian Highway Safety Conference were 
described. 


Economics 

The report of the Committee on Economics was 
presented by Dr. R. K. Thomson. It was agreed that 
divisional appointments to the Committee on Economics 
should be applicable from July 1 of one year to June 
30 of the succceeding year. Reference was made to 
the Newsletter which is currently circulated to divisions 
by the Bureau of Economics of the C.M.A., and now 
has a circulation of 300. During the debate on the 
report of the Executive Committee, a resolution had 
been brought in by Dr. H. B. Morgan that the Execu- 
tive Committee study ways of increasing the circulation 
of this newsletter or some equivalent means of dis- 
seminating the news contained in it. This was agreed 
upon. Progress in the Relative Value Study was re- 
ported, with reference to the circulation of the 
conclusions of the central committee to divisions of 
the C.M.A. The committee had acted on a recom- 
mendation of the 1958 General Council asking them 
to prepare informative documents delineating accept- 
able standards of medical contracts and methods of 
negotiation. Sample documents had been distributed 
to divisional secretaries. The committee had studied 
the question of collective bargaining on behalf of 
salaried physicians, and pointed out that the survey 
of salaried physicians recently undertaken in Canada 
would be helpful in this respect. It felt that salaried 
physicians should be informed that the C.M.A. and 
its divisions were actively interested in their problems. 
Standard forms for insurance claims and weekly in- 
demnity had been prepared by C.M.A. representatives 
in conjunction with representatives of the Canadian 
Life Insurance Officers Association and the Canadian 
Life Insurance Medical Officers Association, and 
Council approved these forms in principle. 


Cancer 


The report of the Committee on Cancer, read by 
Dr. A. D. Kelly in the absence of the chairman, Dr. 
H. K. Fidler, mainly referred to the program of cancer 
education of physicians undertaken in Nova Scotia 
last fall and this spring. Experience had varied with 
the district concerned; speakers had sometimes found 
good attendance and stimulating audiences and at 
other times a poor audience with local apathy. They 
favoured regional meetings, mainly clinical with a 
high degree of. audience participation and fitted into 
a general postgraduate scheme rather than operated 
separately. 





Canad. M. A. J. 
June 15, 1959, vol. 80 





Public Relations 


Dr. E. Crutchlow presented the report of the Com- 
mittee on Public Relations, noting that for the first 
time in history the chairman and members of the 
nucleus of the public relations committee had been 
located outside the city in which the central office 
of the C.M.A. was situated. He described the efforts 
which the C.M.A. had made in the past year to 
approach the Federal Government at three levels: 
first, the ministerial level; secondly, the level of phy- 
sician members of the Federal Government, and thirdly, 
the level of all members of the Parliament. The first 
level concerned the advisory committee to the Federal 
Government; the second-level approach had _ taken 
place at an informal meeting in Ottawa on January 29, 
1959, at which physician members of Parliament were 
informed of current C.M.A. activities on behalf of the 
profession; the third-level approach was made via a 
bulletin which dealt with the profession’s attitude 
towards the current hospital insurance program. The 
committee felt that in these approaches their funda- 
mental objective was not to try to forestall or modify 
legislation relating to medical service, but to ensure 
that the advice of the medical profession was sought 
by government where it was required. 

It was reported that three TV filmettes showing the 
Canadian doctor in action during three phases of 
medical practice would be ready shortly, and that once 
again a series of ten medical articles had been 
sponsored by the C.M.A. and published in the maga- 
zine section of the Toronto Globe and Mail this year. 

An important section of this report concerned the 
showing of medical TV programs on open circuits. It 
was agreed that programs depicting operating room 
scenes should be controlled and that the operative 
technique should not be the main feature of the presen- 
tation. Such views of the operation field as were 
necessary should be incidental to the main theme, and 
the balance of the program should feature other 
phases of medical technique in keeping with the 
history of the case concerned. Debate on this subject 
revealed some divergence of views. Dr. H. Pritzker 
wondered whether the C.M.A, should endorse open- 
circuit TV programs »t all. Dr. E. Kirk Lyon felt that 
many surgical programs he had seen, particularly from 
the United States, were undesirable and that the medi- 
cal profession was under no obligation to turn the public 
into medical graduates or even first-year medical 
students. On the other hand, other members of 
Council felt that the medical profession should use all 
modern means for the health education of the public. 
Dr. Lyon wondered whether the medical profession 
was not contributing towards the creation of a race 
of neurotics by all this fussy propaganda about health. 
He thought that the problem of widespread neurosis 
was now more important than that of cancer. Dr. 
Crutchlow pointed out that the percentage of health 
information actually being disseminated by organized 
medicine was very small; most of this education came 
from a host of voluntary organizations. Dr. G. E. 
Wodehouse said that the problem could not be dealt 
with simply by ignoring it; programs on health educa- 
tion would go on whether the medical profession joined 
in or not, and it was as well for organized medicine 
to steer these programs into the right channels. 

The chairman described the work of the Public 
Relations Committee on medical recruitment, listing 
a number of items which might be included in a 
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brochure on the subject of medicine as a career. These 
items would include a brief list of medical achieve- 
ments by Canadian doctors, a list of medical specialties, 
a list of academic requirements for Canadian medical 
schools, an outline of the curriculum, and fees involved, 
a list of available bursaries and a section on post- 
graduate study. It was suggested that the brochure 
should also include something about the Code of 
Ethics, and specifically about general practice and 
group practice. 

A recommendation of the committee that the doctors’ 
plaques about medical fees, made by the C.M.A., 
should not be re-ordered after the supply had run 
out was accepted after a debate in which opinions 
were mixed on the efficacy of these plaques. 

A resolution was brought in from the British 
Columbia Division which asked that in view of the 
increasing responsibilities and importance of the 
C.M.A. in national affairs, the need to communicate 
the collective. opinion and advice of Canadian doctors 
to the Federal Government, the need to inform the 
membership of policies and principles in this regard, 
the need to inform the general public of such policies 
and principles, and the lack of familiarity of doctors 
with the facilities of communication with government 
or public, the C.M.A. should consider a reorientation 
of their public relations program, and _ specifically 
should consider the employment of public relations 
counsel in an advisory capacity in addition to the 
present secretariat. This resolution was introduced by 
Dr. J. B. Lunam, who outlined the steps in the B.C. 
program in which a firm of public relations counsel 
had been employed. This had included such items as 
a public opinion survey, interviews with newspaper 
editors, and panel discussions between the doctors and 
newspaper editors. The firm employed had made 
valuable suggestions for improvement of the divisional 
organization, and it was felt that they could also help 
the national body. On the other hand, Dr. L. Whitaker 
expressed disappointment in the usefulness of public 
relations counsel in the past and opposed the approach 
to government through public relations personnel. He 
thought that such an approach should be made on the 
highest level. Dr. A. A. Haig felt that divisions 
differed greatly in their public relations techniques, 
and said that his division could not agree with this 
resolution. Dr. T. C. Routley asked the cost and was 
told that the B.C. program cost $10,000 a year plus 
$3000 in service fees for specific pieces of work. The 
B.C. motion was finally referred to the incoming execu- 
tive committee for further study. 


Pharmacy 


The report of the Committee on Pharmacy was 
presented by Dr. K. J. R. Wightman, who described 
steps to implement the recommendation of the C.M.A. 
that ataractics, sedatives and hypnotics be placed on 
the prescription list by the Food and Drugs Division 
of the Department of National Health and Welfare. 
A new drug advisory committee had been appointed 
with representatives from the medical profession, 
pharmacists and the pharmaceutical industry. A small 
sub-committee consisting of the chairman of the Com- 
mittee on Pharmacy of the C.M.A., a representative of 
the Canadian Pharmaceutical Manufacturers’ Associa- 
tion and permanent officials of the Food and Drug 
Division had been set up to advise on matters respect- 
ing prescription drugs. Criteria had been established 
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for placing drugs on the prescription list immediately. 
These included new drugs in which animal or clinical 
experiments had shown indications of injurious action, 
drugs which people might be tempted to use without 
medical advice, drugs designed exclusively for treat- 
ment of a serious disease, drugs causing insidious and 
poorly recognized toxic effects, habit-forming drugs, 
and drugs known to be abused for illegal or immoral 
purposes. It was agreed that the fullest publicity would 
be given to the new prescription list when it was 
issued by the department. 


Dr. J. W. Macgregor presented the report of the 
Committee on Approval of Schools for Laboratory 
Technologists, which had considered applications from 
13 hospitals and approved 10 of them during the last 
year. There were now 101 schools for such training in 
Canada, approved by the committee. By arrangement 
with the Canadian Council on Hospital Accreditation, 
re-inspection reports were being provided to the com- 
mittee when field representatives visited Canadian 
hospitals where approved schools were located. 


The report of the Central Program Committee was 
presented by Dr. E. F. Brooks, who indicated some of 
the difficulties which had arisen in preparing the 
extremely complex program for the Edinburgh meeting. 


Medical Education 


The report of the Committee on Medical Educa- 
tion was presented by Dr. R. O. Jones, who demon- 
strated the difficulty in providing evidence either that 
there was a real decrease in the numbers of medical 
students applying for admission to medical schools or 
that their calibre was less. Factors which might tend 
to limit the numbers of applicants included the length 
of the medical course, the acquisition by other pro- 
fessions such as engineering and natural sciences of 
tremendous prestige in recent years, the unfortunate 
tendency of some members of the medical profession 
to advise young men against a career in medicine, the 
fear of increase of government control of medicine, 
and the cost of training. The committee suggested 
certain measures to deal with the last-named problem, 
such as reduction in the initial cost of medical educa- 
tion by provision of more scholarships and loans and 
by government aid, and compensation for the high 
cost of medical education and long period of low in- 
come by special tax exemptions to permit repayment 
of debts incurred during this period. Efforts should 
also be made to counter the insidious influence of some 
physicians in their advice to younger men. 


Radiological Technicians 


The report of the Committee on Approval of Train- 
ing Schools for Radiological Technicians was pre- 
sented by Dr. E. A. Petrie who expressed pleasure that 
the C.M.A. had seen fit to undertake to approve these 
schools, in view of the fact that the program was too 
extensive for the Canadian Association of Radiologists 
and the Canadian Society of Radiological Technicians 
to handle. An appendix to his report included a very 
comprehensive list of minimal requirements for 
approval of training schools for radiological technicians, 
including rules and regulations for examination of can- 
didates for membership in the C.S.R.T. During the past 
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year all approved hospitals had been circularized and 
invited to submit their application for approval of their 
x-ray training school; a large number had replied and 
the applications were being dealt with. 


Rehabilitation 


Dr. A. T. Jousse presented the report of the Commit- 
-tee on Rehabilitation, in which the establishment of 
active rehabilitation programs in Ottawa, Kingston, 
Port Arthur, Hamilton and Fredericton was noted. Dr. 
Jousse pointed out that each time a new centre was 
opened the impetus towards rehabilitation led to an 
immediate demand for more auxiliary workers, and the 
limiting factor in further development was _ avail- 
ability of these workers. He felt that although there 
was a shortage of medical personnel willing to devote 
their full time to rehabilitation medicine, there was no 
reason why physicians and surgeons in other branches 
of medicine should not be equally willing to make 
themselves available. Considerable time and study had 
been devoted during the past year to arriving at satis- 
factory solutions to problems created by the introduc- 
tion of hospital insurance. 


The General Council adjourned at 2:50 p.m, on 
Saturday afternoon, May 30. 





ASSOCIATION LUNCHEON 


A Canadian Medical Association luncheon was held 
in conjunction with the meeting of General Council 
and the Annual Meeting of the Ontario Medical Asso- 
ciation on Friday, May 29, in the Royal York Hotel. 
The guest speaker on this occasion, which incidentally 
coincided with Ladies’ Day of the Ontario Medical 
Association Meeting, was the president of the C.M.A., 
Dr. A. F. VanWart. Dr. VanWart began by saying: 
“According to our by-laws it is an obligation of the 
President of The Canadian Medical Association to give 
an address at the Annual Meeting which terminates 
his presidency. This year’s Annual Meeting as you are 
aware is divided into three parts, this meeting of 
General Council in May, the inauguration of your new 
President in June and the joint clinical session with 
the British Medical Association in Edinburgh during 
July. The problems created by these unusual circum- 
stances have made it necessary that the presidential 
address this year should be given at this meeting of 
General Council. So today I speak not only to my own 
General Council but also to the members of the 
Ontario Division.” 

Dr. VanWart pointed out that in former years the 
address of the retiring president was heard only by 
members of the medical profession assembled at the 
Annual Meeting and no extensive public coverage was 
visualized, but that present-day interest in public 
relations had led to a great increase in his audience. 
He said that, in speaking to the divisions, he had 
endeavoured to leave with each province some 
thoughts on the problems presented by hospital in- 
surance plans. He wished to point out to the Ontario 
Division that the medical profession which now con- 
trolled the admission and discharge of patients to 
hospitals must continue to do so. They must also tackle 
the question of over-utilization. It had been suggested 
that each hospital should establish a small committee 


> 
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of doctors to control the admissions and discharges 
and to ensure a rapid turnover of patients. Any attend- 
ing physician should welcome any impartial board of 
his colleagues elected by his own medical staff to 
determine the touchy problems of admission and dis- 
charge after consultation with the physician con- 
cerned. He urged the medical profession to be on the 
alert to see that cost reductions in hospitals did not 
curtail the progress of medicine. He felt that it was 
to the credit of governments that they had left the 
boards of management of hospitals.in the hands of 
local citizens. With the expenditure of increasing 
amounts of public moneys in hospitalization, it was 
natural that high standards of excellence would be 


~‘demanded; to ensure this, the voluntary program of 


hospital accreditation must continue under the auspices 
of organized medicine. These two safeguards, voluntary 
service given by members of hospital boards of man- 
agement and the work of the present Canadian 
Council on Hospital Accreditation, would make it pos- 
sible to continue the parallel advance of medicine and 
of hospital services. 

Dr. VanWart then turned his attention to the prob- 
lems created by national campaigns undertaken for 
funds by so many voluntary organizations concerned 
with specific diseases or groups of diseases. These 
campaigns were expensive, and the public tended to 
resent so many campaigns for funds by different bodies. 
He felt that the medical profession had some respon- 
sibility in helping to solve these problems and that the 
C.M.A. should explore the possibilities of studying the 
situation with the organizations concerned. 

He commended to the attention of all his colleagues, 
and particularly the younger members of the pro- 
fession, the Canadian Medical Retirement Savings 
Plan as an excellent method of providing retirement 
income. He congratulated the Ontario Division on the 
progress made by the Women’s Auxiliary to the O.M.A., 
which was the only active provincial organization of 
doctors’ wives. He thanked all those members of 
divisions of the C.M.A. who had shown such unvary- 
ing kindness and hospitality to his wife and himself 
during the past year. He said that it had been a 
privilege to serve the profession and that he hoped, 
like all his predecessors, that he was leaving the Asso- 
ciation a little stronger than when he started his 
presidential year. He hoped that there would be a big 
gathering of doctors on Tuesday, June 30, when he 
would instal his successor, H.R.H. Prince Philip, 
Duke of Edinburgh, and he wished the deputy presi- 
dent, Dr. E, Kirk Lyon, as good support as he himself 
had received from the membership during the 
presidential year, 





C.M.A. DINNER TO GENERAL COUNCIL 


On the evening of Friday, May 29, the General 
Council of the Canadian Medical Association were 
indebted to the Ontario Medical Association for an 
excellent dinner in the Roof Garden of the Royal York 
Hotel. Dr. W. W. Baldwin of Brooklin, President of 
the Ontario Division, was in the Chair, and speech- 
making was kept to a commendable minimum on this 
occasion. The toast of the Canadian Medical Associa- 
tion was proposed by Dr. Murray S. Douglas of 
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Windsor, Ontario, and responded to by Dr. Norman 
H. Gosse of Halifax. Some excellent entertainment 
under the direction of Mr. Stanley St. John concluded 
a most agreeable evening. 





OUTGOING EXECUTIVE COMMITTEE 


The outgoing Executive Committee of the Canadian 
Medical Association met in the Board Room at C.M.A. 
House, Toronto, on May 27 and 28, 1959. They were 
informed that the amendment to the Act of Incorpora- 
tion of the Canadian Medical Association had passed 
the House of Commons on March 10, 1959, and 
received the royal assent. They were also informed 
that Dr. E. A. Petrie had accepted 
the chairmanship of the new Com- 
mittee for Approval of Schools for 
Radiological Technicians; they 
agreed to the appointment of the 
following as members of this com- 
mittee—Dr. John Bouchard and Dr. 
Guillaume Gill of Montreal; Dr. J. 
G. Stapleton of Hamilton; Dr. E. 
W. Spencer of Saskatoon; and Dr. 
J. D. Stevenson of Vancouver. They 
approved the report of the House 
Committee, presented by Dr. T. C. 
Routley, in which he described the 
award of the contract for construc- 
tion of the new addition to C.M.A. 
House to the firm of Gardiner- 
Wighton Limited and stated that 
construction had started on April 
6. Certain unexpected difficulties 
had been discovered during the right): Dr 
process of excavation, and put up 
the cost of the work. It was recom- 
mended and agreed that the sum 
of $200,000 authorized for construc- 
tion be raised to $250,000 in order 
to deal with these matters and also to include the 
installation of mechanical and electrical equipment 
connected with heating, ventilation and_ air-con- 
ditioning. 

A report of the arrangements of the Annual Meet- 
ing was received for information, and also a synopsis 
of arrangements for the meeting of the Assembly of 
the World Medical Association in Montreal. The 
appointment of Dr. S. S. B. Gilder as Editor of the 
World Medical Journal, recommended by the Council 
of the W.M.A., was confirmed. Dr. M. A. R. Young 
and Dr. N. H. Gosse were appointed C.M.A. repre- 
sentatives at the Second World Conference on Medical 
Education. - 

It was agreed that the C.M.A. should convene a 
study group representative of the Canadian Health 
Insurance Association, Canadian Life Insurance Officers’ 
Association, Trans-Canada Medical Plans, the Canadian 
Council of Blue Cross Plans and the C.M.A. This study 
group would investigate the area of common problems 
and, if favourable to the formation of a Canadian 
Health Insurance Council, would outline the purposes 
and objects, consider the ultimate membership and 
suggest a form of organization. It was agreed that Dr. 
A. D. Kelly should act as chairman of this study group 


T. C. Routley, Dr. G. W. Halpenny, 
E. K. — Dr. M. A. R, Young and Miss M. E. Zoellner, Standing (left to 
M. R. Dufresne, Mr. B,. E. Freamo, Dr. A. F. W. Peart, Dr. J. A. 
McMillan, Dr. E. F. Crutchlow, Dr. C. D. Kean, Dr. R. O. Jones, Dr. T. J. 
Quintin, Dr. G. M. White, Dr. R. Lemieux, Dr. L. Whitaker, Dr. M. S. Douglas, 

Dr. W. W. Baldwin, Dr. A. A. Haig, Dr. R. W. Richardson, Dr. P. O. Lehmann, 
Dr E, R. Stewardson, Dr. A. D. Kelly, Dr. R. K. Thomson, Dr. S. S. B. Gilder 
and Mr. K. C. Cross. 
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and should be given power to add to C.M.A. repre- 
sentation. 

Interim reports were received from the editor and 
the managing editor, and the Executive Committee 
gave its approval to the publication of the Canadian 
Medical Association Journal weekly as from January 
1, 1960. It also approved the appointment of additional 
staff which would be required for the weekly journal. 
The Executive Committee was informed that the cost 
of republishing Volume I of the History of the 
Canadian Medical Association would be $2475 for 500 
copies. No action was recommended. 

After considerable debate on the proposals of the 
Federal Government to assist its employees in the Civil 
Service to procure health insurance coverage, some 
data on which were provided by Mr. D. Millican, the 
president of the Quebec Hospital Services Association, 





Alex Gray, Toronto 
Outgoing Executive Committee, May 28, 1959. ae (left to right): Dr. 


Dr. A. F. VanWart, Dr. N. H. Gosse, Dr. 


the Executive Committee approved the draft of a letter 
to be sent by Dr. A. D. Kelly to the Hon. Donald M. 
Fleming, Minister of Finance. In this letter Dr. Kelly 
reiterated the interest of the medical profession of 
Canada in promoting medical care of the highest 
quality and referred to the sponsoring of prepaid 
medical care through Trans-Canada Medical Plans. He 
pointed out the large number of federal civil servants 
who were actually covered by member plans of 
T.C.M.P. already, and suggested that existing service 
plan coverage of this type should not be disturbed in 
the instances where the groups concerned desired to 
continue it. 

Dr. R. W. Richardson reported on the meeting of 
the commission of T.C.M.P. which had just been held, 
and stressed in particular his gratification with the 
broader view which the member plans appeared now 
to be taking of the provision of medical care. Practi- 
cally all of the recommendations of the C.M.A..sub- 
committee chaired by Dr. Murray Douglas have been 
adopted by the commission, and the C.M.A. was 
thanked for its work. He stressed the need for panel 
discussions and other contributions on prepaid medical 
care at annual meetings, articles in the Canadian 
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Medical Association Journal on this subject, and 
public relations material to educate the doctors. 

The Executive were informed that three TV filmettes 
arranged by the Public Relations Committee were 
almost ready; they voted a grant of up to $1000 for 
participation of the C.M.A. in the O.M.A.’s health fair, 
Mediscope 1959, to be presented in Toronto next fall. 

The Executive also expressed the willingness of 

organized medicine to offer help to nursing organiza- 

tions in solving problems concerned with nursing 
education. Dr. M. A. R. Young reported on the work 
of the N.R.C. Advisory Committee on Medical Re- 
search which met in Ottawa on March 6 and 7. 
Operating grants, term grants and equipment grants 
awarded in 1958-1959 amounted to $1,257,628 and 
requests for 1959-60 amounted to $2,280,006. Even 
if all requests were approved, funds were not available 
to meet such a figure. It had been the hope of the 
Research Council that a substantial increase in grants 
would be forthcoming but the present financial position 
of the government made this most unlikely. A very 
successful western regional meeting of the N.R.C. 
had been held in Banff January 26 to 29, 1959, with 
presentation of some 90 papers of excellent quality. 

After a number of smaller items had been dealt with, 
the Executive Committee spent the remainder of its 
time considering reports to be presented to General 
Council and commenting on them. 





INCOMING EXECUTIVE COMMITTEE 


Because the proceedings of General Council had 
terminated in the early afternoon of Saturday, May 30, 
the time of meeting of the incoming Executive Com- 
mittee was advanced from Sunday morning to Saturday 
afternoon, and the committee actually met at 3:10 
p.m. in the Prince Edward Island Room of the Royal 
York. After the roll call and introduction of new mem- 
bers, Dr. Murray Douglas was elected as chairman 
and the report of the Cémmittee on Committees was 
considered. The following were elected: 


Standing Committees 
Advisory Committee to the Federal Government 


Dr. M. S. Douglas, Windsor, Ont. (Chairman) 
Dr. P. O. Lehmann, Vancouver 
Dr. J. R. Lemieux, Quebec 
Dr. E. K. Lyon, Leamington (ex officio) 
Dr. R. W. Richardson, Winnipeg 
Dr. R. K. Thomson, Edmonton 
Dr. R. M. Mitchell, Sudbury 
Dr. M. R. Parsons, Red Deer, Alberta 
Dr. N. R. Philpott, Montreal 
Dr. A. D. Kelly, Toronto (ex officio) 
Committee on: Archives 
Dr. J. B. Ritchie, Regina 
Committee on Awards, Scholarships and Lectures 
Dr. R. M. Janes, Toronto 
Committee on By-Laws 
Dr. M. O. Klotz, Ottawa 
Committee on Cancer 
Dr. H. K. Fidler, Vancouver - 
Central Program Committee 
Dr. E. F. Brooks, Toronto 


Committee on Economics 
Dr. R. K. Thomson, Edmonton 
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Committee on Ethics 
Dr. Wallace Wilson, Vancouver 
Committee on Hospital Service and Accreditation 
Dr. N. Levinne, Toronto (Chairman) 
Dr. E. K. Lyon, Leamington 
Dr. F. Murray Fraser, Halifax 
Dr. B. H. McNeel, Toronto 


Committee on Income Tax 
Dr. R. M. Mitchell, Sudbury (Chairman) 
Dr. J. D. Leishman, Regina 
Dr. N. J. Blair, Vancouver 
Dr. G. E. Chalmers, Fredericton 
Dr. M. O. Klotz, Ottawa 


al Dr. T. J. Quintin, Sherbrooke 


Dr. G. W. Halpenny, Montreal (ex officio) 
Dr. A. D. Kelly, Toronto (ex officio) 
Committee on Approval of Hospitals for the 
Training of Junior Interns 
Dr. L. O. Bradley, Winnipeg (Chairman) 
Dr. J. F. C. Anderson, Saskatoon 
Dr. A. F. W. Anglin, Toronto 
Dr. Lea Steeves, Halifax 
Dr. R. Dufresne, Montreal 
Dr. D. Munroe, Vancouver 
Dr. E. W. Nancekivell, Hamilton 
Committee on Approval of Schools for 
Laboratory Technologists 
Dr. J. W. Macgregor, Edmonton (Chairman) 
Dr. Carlton Auger, Quebec 
Dr. W. J. Deadman, Toronto 
Dr. John Orr, Kingston 
Dr. J. Eden, Vancouver 
Dr. D. F. Moore, Saskatoon 
Dr. D. W. Penner, Winnipeg 
Dr. D. Hugh Starkey, Montreal 
Committee on Maternal Welfare 
Dr. Thomas Primrose, Montreal 
Committee on Medical Education 
Dr. R. C. Dickson, Halifax 
Committee on Nutrition 
Dr. H. JeRiche, Toronto 
Committee on Occupational Medicine 
Dr. R. G. Warminton, Niagara Falls 
Committee on Pharmacy 
Dr. K. J. R. Wightman, Toronto 
Committee on Public Health 
Dr. G. E. Duff Wilson, Kitchener 
Committee on Public Relations 
Dr. E. F. Crutchlow, Montreal 
Committee on Approval of Schools for 
Radiological Technicians 
Dr. E. A. Petrie, Saint John 
Committee on Rehabilitation 
Dr. G. Gingras, Montreal 
Committee on the Medical Aspects of 
Traffic Accidents 
Dr. Wallace Troup, Ottawa 


Special Committees 
Liaison Committee with l’Association des Médecins 
de Langue Frangaise du Canada ~ 
Dr. R. Vance Ward, Montreal (Chairman) 
Dr. Sylvio LeBlond,, Chicoutimi 
Dr. J. H. M. Rice, Campbellton 
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Committee on Prepaid Medical Care 


Dr. J. A. McMillan, Charlottetown (Chairman) 
Dr. D. I. Rice, Halifax 
Dr. G. E. Wodehouse, Toronto 
Dr. T. J. Quintin, Sherbrooke (with power to add) 
Committee on C.M.A. Organization 
Dr. P. O. Lehmann, Vancouver (Chairman) 
Dr. T. J. Quintin, Sherbrooke 
Dr. J. A. McMillan, Charlottetown 
Editorial Board 
Dr. S. S. B. Gilder, Toronto (Chairman) 
Dr. M. H. Brown, Toronto 
Dr. D. E. Cannell, Toronto 
Dr. J. H. Ebbs, Toronto 
Dr. R. F. Farquharson, Toronto 
Dr. W. V. Johnston, Toronto 
Dr. H. E. MacDermot, Montreal 
Dr. Burns Plewes, Toronto 
Dr. T. C. Routley, Toronto 
Dr. A. B. Stokes, Toronto 
Dr. K. J. R. Wightman, Toronto 
Finance Committee 
Dr. G. W. Halpenny, Montreal (Chairman) 
Dr. N. Belliveau, Montreal 
Dr. D. Sclater Lewis, Montreal 
Dr. R. Vance Ward, Montreal 
House Committee 
Dr. T. C. Routley, Toronto (Chairman) 
Dr. A. D. Kelly, Toronto 
Dr. A. F. W. Peart, Toronto 
Dr. S. S. B. Gilder, Toronto 
Mr. B. E. Freamo, Toronto 


Committee on International Relations 
Dr. N. H. Gosse, Halifax (Chairman) 
Dr. C. B. Stewart, Halifax 
Dr. R. C. Dickson, Halifax 


Committee on Relative Value Studies 
Dr. R. M. Janes, Toronto (Chairman) 
Dr. W. E. Armour, Toronto 
Dr. R. S. Braiden, Toronto 
Dr. D. E. Cannell, Toronto 
Dr. J. Gollom, Toronto 
Dr. D. J. MacKenzie, Toronto 
Staffing Committee 
Dr. M. S. Douglas, Windsor 
Dr. T. C. Routley, Toronto 
Dr. L. Whitaker, St. Catharines 
Trusteeship Committee 
Dr. G. W. Halpenny, Montreal 
Dr. E. W. Mitchell, Toronto 
Dr. T. Tweed Samis, Toronto 
Appointment of C.M.A. Representatives on 
Outside Bodies 
Association of Canadian Medical Colleges 
Dr. R. C. Dickson, Halifax 
Canadian Council on Hospital Accreditation 
Dr. N. Levinne, Toronto 
Dr. E. K. Lyon, Leamington 
Dr. B. H. McNeel, Toronto 
Dr. Murray Fraser, Halifax 
Liaison Committee, Canadian Pharmaceutical 
Association 
Dr. J. K. W. Ferguson, Toronto 
Dr. R. Dufresne, Montreal 
Dr. K. J. R. Wightman, Toronto 
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Defence Medical and Dental Services 
Advisory Board 

Dr. T. E. Holland, Winnipeg 

Dr. H. S. Morton, Montreal 

Dr. A. D. Kelly, Toronto 

Dr. A. F. W. Peart, Toronto (alternate) 
Dominion Council on Nutrition 

Dr. H. leRiche, Toronto 


Health League of Canada 
Dr. F. R. Griffin, Toronto 


Associate Committee on Medical Research, 
National Research Council 
Dr. M. A. R. Young, Lamont 


Canadian Commission on Nursing 
Dr. H. T. Ewart, Hamilton 
Dr. William Storrar, Montreal 
Dr. M. A. R. Young, Lamont 
Dr. A. F. W. Peart, Toronto (ex officio) 


Physicians’ Art Salon 
Dr. G. E. Tremble, Montreal (Chairman) 
Dr. G. Harvey Agnew, Toronto 
Dr. Arthur Murphy, Halifax 

Canadian Society of Radiological Technicians 
Dr. E. A. Petrie, Saint John 

National Advisory Committee on Rehabilitation 

of Disabled Persons 

Dr. G. Gingras, Montreal 


Trans-Canada Medical Plans 

Dr. R. W. Richardson, Winnipeg 
Victorian Order of Nurses 

Dr. J. H. B. Hilton, Ottawa 


Messrs. McDonald, Currie and Company were re- 
appointed as Association auditors and the Royal Trust 
Company as the financial adviser. The General 
Secretary was asked to press for the early release of 
the government statement on Indian medical services, 
and also to prepare a full statement on the complica- 
tions created by the Canada Shipping Act in relation 
to medical care. The Executive Committee referred to 
the Committee on Economics the request to study 
ways and means of increasing the circulation of the 
Economics Newsletter. They authorized the circula- 
tion to divisions of the forthcoming brochure on oc- 
cupational medicine, and its publication after editing. 
They asked that the Public Relations Committee con- 
sider the question of employment of public relations 
counsel at their next PR workshop, to be held in the 
forthcoming autumn. It was agreed that the committee 
to examine the C.M.A.’s fee structure should be ap- 
pointed by the Chair. 

The next meeting of the Executive Committee was 
set for Sunday, September 6, in Montreal at the Queen 
Elizabeth Hotel. The Executive were informed that 
the 93rd meeting of the C.M.A. to be held on June 13 
to 17 in Banff was already being considered in Alberta. 
Dr. Harry Morgan of Calgary is chairman of the local 
committee on arrangements. It was agreed that in 
future the Canadian Medical Association would 
officially invite representatives of TlAssociation des 
Médecins de Langue Francaise du Canada, the Royal 
College of Physicians and Surgeons of Canada and the 
College of General Practice to the Canadian Medical 
Association’s Annual Meeting and have them repre- 
sented on the platform at the Annual General Meeting. 


The Executive Committee adjourned at 6:00 p.m. 
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BRITISH MEDICAL ASSOCIATION —CANADIAN MEDICAL ASSOCIATION 
JOINT ANNUAL MEETING 


Supplementing the material published in the issue of April 1, we present below additional in- 


formation about program, functions and arrangements. 


Members of C.M.A. 


All C.M.A. members and their families should 
register at the Assembly Club, George Street, Edin- 
burgh, which will be open daily from 9 a.m. to 6 p.m. 
from July 18 to 24. 


Badges 


Members will not be admitted to any of the scientific 
meetings, exhibitions, or social functions unless wearing 
a membership badge, which may be obtained on regis- 
tration. The officers of scientific sections and other 
office-holders should inquire for their special badges 
at the Reception Bureau. 


Map of Edinburgh 


A map of Edinburgh showing the meeting places 
and car parks is available to any member on applica- 
tion to the Local General Secretary, B.M.A. Scottish 
Office. 7, Drumsheugh Gardens, Edinburgh, 3. 


Special B.M.A. Transport 


Members are advised to make use of the special 
transport which will be arranged daily from the various 
hotels and hostels to the meeting places. Details will 
be displayed at the Reception Bureaux. 


Catering Arrangements 


Arrangements have beerr made to provide luncheons 
and buffet meals at the University Union (adjoining the 
McEwan Hall), the Students’ Common Room (Univer- 
sity Old Quadrangle), and the College of Art. 


Irish Dinner 


The Irish Graduates’ Dinner will be held in the 
University Staff Club, Chambers Street, Edinburgh, on 
Friday, July 17, at 7.30 for 8 p.m. All Irish graduates, 
together with their ladies, will be welcome at this 
dinner. Tickets (30s. each, including aperitifs) may be 
obtained on application, with remittance, to Dr. G. P. 
Crean, Western General Hospital, Edinburgh, 4. 





Jewish Services 


The Edinburgh Synagogue is situated in Salisbury 
Road between Newington Road and Dalkeith Road. 
Services are held each week-day morning at 8 a.m. 
and each evening at 7 p.m. The service on Friday 
evening, July 17, will be at 8.30 p.m. and on Saturday 
morning, July 18, at 10.15 a.m. 

An invitation is extended to all Jewish visitors to be 
present at the Sabbath morning service on Saturday, 
July 18. After the service there will be a Kiddush in 
the Synagogue Hall in honour of the B.M.A. Con- 
ference. 





The Secretary of the Edinburgh Hebrew Congrega- 
tion is Mr. Harold Oppenheim, whose office is at 11, 
Melville Crescent, Edinburgh—telephone Edinburgh 
34018. Any Jewish visitors wishing further information 


_are advised to contact him. 


A Meeting for Doctors and Clergy 


Representatives and their ladies are cordially invited 
to a Meeting of Doctors and Clergy to be held in Adam 
House, Chambers Street, on Friday, July 17, at 8.15 
p.m. This meeting is arranged annually by the 
Churches’ Council of Healing during the Annual 
Representative Meeting. 

Dr. G. W. Ireland, Chairman of the Scottish Council 
of the B.M.A. and a member of the Church of Scot- 
land’s Commission on Spiritual Healing, will take the 
chair, and the two speakers will be the Lord Bishop 
of Edinburgh and Professor Stanley Alstead, Regius 
Professor of Materia Medica and Therapeutics in the 
University of Glasgow. 


Medico-Legal Symposium 

A medico-legal symposium will be held at 10.30 a.m. 
on Tuesday, July 21, in Adam House, Chambers Street. 
This symposium has been arranged jointly by the Cana- 
dian Medical Protective Association and the British 
medical defence societies and is open to members of 
the C.M.A. and the B.M.A. and to lawyers. It is ex- 
pected to last about two hours. 

Dr. Armstrong, President of the Canadian Medical 
Protective Association, will be in the chair. The Cana- 
dian speakers will be Dr. T. L. Fisher (Secretary- 
Treasurer, Canadian Medical Protective Association) 
on “Sexual Sterilization,” and Dr. J. H. B. Hilton (Asso- 
ciate Secretary-Treasurer, Canadian Medical Protective 
Association) on “Foreign Bodies”; and the British 
speakers will be Dr. Alistair French (Secretary, 
Medical Protection Society) on “Medico-Legal Prob- 
lems of Anzesthesia,” Dr. Philip Addison (Secretary, 
Medical Defence Union) on “Consent to Operations, 
etc., in the case of Patients aged between 16 and 21”, 
and Mr. Wolstencroft (Solicitor to the Medical and 
Dental Defence Union of Scotland) on “Some Aspects 
of Medical Negligence”. 


Newsreel Film of the Meeting 


7 


Messrs. W. R. Warner are sponsoring the production 
of a newsreel film of this meeting. The purpose of the 
film will be to provide a record of the main points 
of the meeting, especially the scientific aspects. 
This film will be available to both B.M.A. Divisions 
and Branches at home and overseas. It is hoped that 
it will be used in conjunction with showings of other 
B.M.A. scientific films, and also as useful evidence of 
the interest of the Association in scientific activities, 
and to encourage members to attend Annual Meetings 
in the future. 
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DETAILED TIME-TABLE OF SECTION MEETINGS 


Section 


Anesthetics 





Date 


Mon., July 20 


Tues., July 21 





Time 


2.30 * 





Meeting place 


2.30 p.m. | Adam House, 3rd Floor 


B., Chemistry Lecture 
Theatre 


Wed., July 22 2.00 ‘ 
Anatomy and Tues., July 21 2.30 ‘ *West Lecture Theatre 
Physiology 
Cardiology Tues., July 21 2.30 ‘ Adam House, 3rd Floor 
Wed., July 22 9.00 a.m. | Adam House, 3rd Floor 
(Round-Table Conference) 
Wed., July 22 2.00 p.m. | Adam House, 3rd Floor 
Thurs., July 23 | 9.00 a.m. | Adam House, 3rd Floor 
(Round-Table Conference) 
Thurs., July 23 | 2.30 p.m. | McEwan Hall 
Fri., July 24 9.00 a.m. | Adam House, Ist Floor 
(Round-Table Conference) 
Chest Diseases | Thurs., July 23 | 2.30°p.m. | K.B., Zoology Lecture 
Theatre 
Fri., July 24 Ia * yes 2 
Child Health Mon., July 20 za0 ‘ - 
Wed., July 22 2.00 ‘ ts 5 Me 
Fri., July 24 2.30 “* *West Lecture Theatre 
Dermatology Thurs., July 23 | 2.30 ‘ *Biochemistry Lecture 
Theatre 
General Thurs., July 23 | 2.30 Adam House, 2nd Floor 
Practice 
History of Wed., July 22 2.00 “* Royal Medical Society 
Medicine 
Medicine Mon., July 20 230 “ Adam House, Ist Floor 
Wed., July 22 2.00 ‘ = * 4 
Thurs., July 23 | 2.30 McEwan Hall 
Fri., July 24 2.30 Adam House, Ist Floor 
Neurology and} Fri., July 24 2.30 ‘ " BS 3raq “ 
Neuro- 
surgery 
Obstetrics and | Mon., July 20 30 ‘ = = 
Gynecology | Tues., July 21 2.30 ‘ - 2nd ‘ 
Thurs., July 23 | 2.30 ‘ vy ae 
Occupational Thurs., July 23 | 2.30 ‘ K.B., Chemistry Lecture 
Health Theatre 
: Fri., July 24 2.30 ‘* vi - si 
Cte Thurs., July 23 | 2.30 ‘ Adam House Theatre 
ogy 
Orthopedics Tues., July 21 2.30 ‘ 
Wed., July 22 2.00 ‘ 
Oto-rhino- Mon., July 20 2.30 
laryngology 
Pathology and | Tues., July 21 2.30 “ *Biochemistry Lecture 
Bacteriology Theatre 
Plastic Surgery | Thurs., July 23 | 4.00 ‘ Adam House Theatre 
Fri., July 24 2.30 ‘ 4 e io 
Preventive and| Mon., July 20 2.00 ° *West Lecture Theatre 
Social Wed., July 22 2.00 ‘ - = et 
Medicine 
Psychiatry Mon., July 20 2.30 ‘ Jordanburn Hospital 
Tues., July 21 2.30 Adam House, Ist Floor 
Radiology Mon., July 20 9.15 a.m. | Western General Hospital 
Mon., July 20 2.00 p.m. | *Biochemistry Lecture 
heatre 
Rheumatic Thurs., July 23 | 2.30 ‘ *West Lecture Theatre 
Diseases 
Surgery Mon., July 20 2.30 * Adam House, 2nd Floor 
Wed., July 22 2.00 ‘ a = 2 
A Fri., July 24 2.20 ‘ = 3 Hs 
Tropical Thurs., July 23 | 2.30 Royal College of Surgeons 
. Medicine Fri., July 24 2.20 ° se 7 t 
Urology Mon., July 20 |! 2.30 Western General Hospital 


K.B.= King’s Buildings. *Teviot Place. 


Round-Table Conferences 
Thursday, July 23, 9 to 10.15 a.m. (Adam House) 


THE PSYCHO-PHYSIOLOGY AND VALUE OF 
SURGERY IN MENTAL DISORDER 


Chairman: Sir Russell Brain (London). 


Speakers: Professor Wilder Penfield (Montreal), 
Professor J. S. Tyhurst (Vancouver), Dr. Allan Walters 
(Toronto), Professor Alexander Kennedy (Edinburgh), 
Mr. Wylie McKissock (London), Mr. Eric Strauss 
(London). 


Friday, July 24, 9 to 10.15 a.m. (Adam House) 
THE MANAGEMENT OF ULCERATIVE COLITIS 


Chairman: Professor John Bruce (Edinburgh), 


Speakers: Dr. K. J. R. Wightman (Toronto), Dr. 
Jacques Bruneau (Montreal), Dr. Robert M. Mac- 
Donald (Halifax, Nova Scotia), Dr. B. C. Morson 
(London), Dr. W. I. Card (Edinburgh), Professor 
Charles A. Wells (Liverpool). 
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ACCIDENT PREVENTION 


Chairman: Mr. A. B. Wallace (Edinburgh). 

Speakers: Dr. John Wyllie (Kingston, Ontario), -Dr. 
J. B. J. McKendry (Toronto), Dr. F. M. Woolhouse 
(Montreal), Dr. W. E. Seiler (Edinburgh), Mr. John 
Barron (Salisbury). 


ECZEMATOUS ERUPTIONS OF THE HANDS 


Chairman: Dr. L. Ereaux (Montreal). 

Speakers: Dr. B. Kanee (Vancouver), Dr. A. R. Birt 
(Winnipeg), Dr. Hammett A. Dixon (Toronto), Dr. 
J. Martin Beare (Belfast), Dr. G. A. Grant Peterkin 
(Edinburgh), Dr. F. F. Hellier (Leeds). 


Medical Films 

A daily program of films has been arranged as 
follows: In the Adam House Film Theatre: 10 a.m. to 
1 p.m. on July 20, 21 and 22, and 10.30 a.m. to 1 p.m. 
on july 23 and 24. In the College of Art: 2.30 to 
5 p.m. on July 20, 21, 23, and 24, and 2.30 to 4.30 
p.m. on July 22. The films to be shown include the 
following, and detailed times of showing will be avail- 
able at the Meeting. 

Canadian.—Isolation and Perfusion of the Upper 
Extremity for Malignant Melanoma. Left Heart Cathe- 
terization. Extracorporeal Circulation for the Repair of 
Congenital and Acquired Heart Disease. A Study of 
Venous Flow. Repair of Ventral Hernia. An Obstetrical 
Forceps using a new Principle of Parallelism. Automatic 
Brain Scanning with Radioactive Iodine. Injuries to the 
Elbow-joint. Closure of Auricular Septal Defect under 
Hypothermia. Excision of Parotid Tumour. 

British—Jugular Venous Pressure. The Jugular 
Venous Pulse. Cholecystectomy. Billroth Gastrectomy. 
The Treatment of Cardiac Arrest. Pudendal Nerve 
Block for Forceps Delivery. The Management of Twins 
in Pregnancy and Labour. An Inquiry into General 
Practice. Middle Meningeal Hemorrhage. Surgical 
Treatment of Parkinsonism. Traumatic Paraplegia. 
One Man’s Challenge. Fenestration Operation. The 
Intracapsular Extraction of Cataract. A Ptosis Opera- 
tion. Ocular Inflammation. Enzymatic Zonulysis in 
Cataract Extraction. CEsophageal Resection. Surgical 
Treatment of (Esophageal Atresia. Egg Inoculation in 
Medical Virology. Introduction of Spitz-Holter Valve 
in Congenital Hydrocephalus. 





QUEBEC DIVISION: 21st Annual Meeting 


The Quebec Division held its 21st annual meeting 
from May 7 to 9 in Chicoutimi. The meeting centred 
around the Hétel-Dieu St-Vallier, which is an extensive 
group of buildings housing 900 beds and all the ser- 
vices of a great modern hospital. For the occasion the 
hospital auditorium, generously offered by the Re- 
ligieuses Hospitaliéres, had been equipped with ear- 
phones for simultaneous translation. There was a good 
attendance at most sessions. By Thursday noon, regis- 
tration had already surpassed the highest ever reached 
in any previous Quebec divisional meeting. A. total of 
316 physicians registered this year. The housing prob- 
lem presented certain difficulties in that members and 
guests were housed not only in Chicoutimi itself but 
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also in some peripheral motels and at the Saguenay 
Inn in Arvida. 

Scientific ».pers presented included a nice blend of 
technical topics and economics. The morning of the 
first day was taken up with teaching clinics on hyper- 
tension, closed treatment of fractures, staphylococcal 
pneumonia and empyema in infancy, and pre-eclampsia. 
Other scientific presentations included papers on the 
psychodlynamics and therapy of depression by Dr. A. 
E. Moll, on low back pain by Dr. E. Lépine, on cost 
of ‘public obstetrical care by Dr. G. B. Maughan and 
on the situation of the arthritic at work by Dr. deGuise 
Vaillancourt. All these speakers are from Montreal. 
Among the guests were Professor Paul Milliez of Paris, 
who spoke on hypertension in younger individuals, and 
illustrated his talks by a means of an excellent moving 
picture, and Dr. René Wegria, professor of medicine 
at St. Louis University School of Medicine, who spoke 
on regulation of the coronary circulation. Early care 
and management of head injuries was discussed by 
Dr. O'Connell, a neurosurgeon from St. Bartholo- 
mew’s Hospital, London, England. The program also 
included panels on surgery of the biliary tract with 
Drs. Simard, Beaudry, Brisson, Charbonneau and 
Gagnon (all from Chicoutimi), and on the advisability 
(or otherwise) of a provincial hospital plan in Quebec 
with Dr. T. J. Quintin in the chair and Drs. M. 
Douglas ond P. P. L’Heureux as experts. 

On Thursday night, an hour-long TV program on 
CBC originating from Hotel-Dieu St-Vallier illustrated 
life in a modern hospital. Several interesting scientific 
and commercial exhibits were on display. 

The organization departed from the usual schedule 
by placing the business meeting on the afternoon of 
Saturday instead of Friday. The following slate of 
officers was elected: Dr. S. LeBlond, president; Dr. G. 
Halpenny, president-elect; Dr. R. Lemieux, chairman 
of the board of directors; Dr. D. Kinnear, honorary 
secretary, and Dr. N. Belliveau, treasurer. 

The social aspect of the program reflected the 
cordial hospitality which -characterizes the people of 
this region. Apart from the daily luncheons, the guests 
were treated to a Saguenay dinner in Jonquiére, a 
buffet dinner in Arvida and the annual banquet in 
Chicoutimi. Nobody died of thirst and the only casual- 
ties suffered were several cases of fractured French 
and contused English. The social program included a 
most interesting invitation from the Aluminum Com- 
pany of Canada to visit both its giant Arvida plant 
and the equally impressive Shipshaw hydro-electric 
installation. The division can be rightly satisfied with 
having put on the most successful annual meeting so 
far, on its coming of age. 


MEDICAL MEETINGS 


ANAESTHESIA RESEARCH 


The 33rd Congress of the International Anesthesia 
Research Society was held in Miami Beach, Florida, 
on April 20-23, 1959. This is the oldest anzesthesia 
organization in North America, and has about 2000 
members, of whom 250 are Canadians. Dr. Harold 
R. Griffith of Montreal is chairman of the Board of 
Trustees. The program .of this year’s Congress pro- 
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vided an extensive survey of the very wide field of 
interest of the modern anesthetist. A few of the 
papers read are summarized below. 

Dr. Peter Safar of Baltimore presented new data on 
resuscitation. In this and previous presentations Dr. 
Safar has proved beyond any doubt that the generally 
accepted methods of artificial respiration taught to 
first-aid personnel, boy scouts and others, are quite 
inadequate when actually measured for respiratory 
exchange. On the other hand, a simple method of 
intermittent positive-pressure ventilation, carried on 
either by “mouth to mouth” breathing or by the in- 
sertion of an airway into the pharynx, is quite effective 
and may be carried on by lay personnel after very 


‘short periods of instruction. Dr. Safar used anes- 


thetized curarized volunteers to simulate accident 
victims, and was able to demonstrate how easily 
women and children could maintain adequate ventila- 
tion by the airway technique. 

A study of the influence of absorption on systemic 
toxicity of local anesthetics, by Dr. John Adriani and 
associates in New Orleans, pointed out the rapidity of 
absorption into the blood of certain local anzsthetics 
applied topically to mucous membranes. Speed of ab- 
sorption of cocaine or tetracaine is comparable to that 
in a fast intravenous injection. 

Dr. Stevens J. Martin of Hartford discussed the 
etiology and treatment of sudden cardiac collapse. 
Cardiac arrest may be successfully treated in some 
cases where the patient is in essentially good physio- 
logical condition, but the etiological factors are com- 
plex and multiple. Precipitating factors are vagal 
stimuli and chemical derangements such as excess of 
CO, or lack of oxygen. Over five years, out of 83,000 
cases there were 20 cases of cardiac arrest with nine 
survivals. 

Anesthesia for bronchoscopy was discussed by Dr. 
J. D. A. Firth of the Royal Victoria Hospital, Montreal, 
who advocated combined application of topical lido- 
caine 4% and intravenous thiopentone 2.5% in doses 
so small that respiration is not depressed. On the other 
hand, Dr. S. W. Helperin of Cleveland advocated gen- 
eral anesthesia for this operation, using the Emerson 
“wrap around” respirator in order to maintain effective 
tidal exchange under all conditions except that of a 
blocked airway. This is a cuirass-type respirator which 
encloses the whole patient in a plastic bag. 

Dr. Eric Webb, of Vancouver General Hospital, 
delivered an important and well-received paper on 
anzsthesia for the ambulant surgical patient. He 
pointed out how the advent of hospitalization in- 
surance has filled the hospitals to such an extent that it 
is difficult to secure a bed for minor surgical cases. 
He described a service for certain categories of elective 
surgery done in the special “short stay” wards, and 
which now comprises 5% of all the work of his anzs- 
thesia group. In such a service, safety is assured by 
rigid observance of rules as to premedication and 
preparation of the patient, by limiting the extent of 
surgery, by having proper apparatus and _ skilled 
anesthetists on hand to meet possible emergencies, 
and by adequate supervision of the patient until he 
gets back to his own home. This type of anesthesia 
service should also be provided for dentists’ offices. 

An interesting panel on open cardiac surgery empha- 
sized the startling developments in this highly special- 
ized field during the past few years. It was generally 
agreed that best results are obtained in the centres 
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where the work is carried on by experienced teams and 
where the best equipment and_ special hospital 
facilities are available. It is not in the patients’ interest 
that surgery requiring extracorporeal circulation should 
be attempted in every general hospital. 

However, another panel devoted to obstetrical prob- 
' lems concluded that good anesthesia in this neglected 
field should be available to every mother in the smallest 
community hospitals. Dr. Herbert Ebner of Providence, 
R.I., reported on a very large series of simple spinal 
anzesthetics successfully conducted for vaginal de- 
liveries, and Dr. W. K. Bannister of Hartford, Conn., 
made a plea for more attention to obstetrics by 
qualified anzsthesiologists. 

A panel on recurrent staphylococcal infections in 
‘modern hospitals emphasized not only the widespread 
interest in this important problem, but also the role of 
the anesthesiologist in minimizing this infection by 
proper attention to details before, during and after 
operations. Dr. Carl Walter, of Harvard Medical 
School, told the dramatic story of how one patient 
spread her Type 79 bacteriophage throughout the 
hospital as she wandered around just being “helpful” 
to the nurses. 

A group from the Department of Anesthesiology of 
the University of Wisconsin under Professor Sidney 
Orth reported on a comparative study of chloroform 
and halothane (Fluothane) used in similar groups of 
patients. There appears to be very little difference 
between the effects of the old drug and the new one. 
Chloroform anesthesia is still taught at Wisconsin, and 
used in about 3% of their surgery. 

A guest of honour was Dr. Oscar Ribeiro of Rio de 
Janeiro, leading anzsthesiologist in the rapidly de- 
veloping specialty in Brazil. Dr. Ribeiro spoke on 
anesthetic techniques for tonsillectomies in children. 
His address emphasized the main theme of the Con- 
gress, namely that good anesthesia for every-day 
operations in ordinary patients is a more vital need 
than the supply of a few good anesthetists for heart 
or lung operations. Widespread knowledge and careful 
practice can save lives whether the patient is in 
Brazil or in Canada. H.R.G. 





OBITUARIES 


DR. RAYMOND E. BENNETT, 60, died on April 19 
at St. John’s, Newfoundland. A native of that city, he 
received his medical education at Dalhousie University 
and graduated in 1927. In the First World War Dr. 
Bennett served overseas with the Royal Flying Corps. 
After graduation in 1927 he became resident physician 
of St. John’s General Hospital and a year later was 
appointed government physician of the Labrador 
Coastal Service. In 1929 Dr. -Bennett went to London, 
England, for postgraduate work. As a specialist in 
pulmonary diseases, he was appointed Medical Super- 
intendent of the St. John’s Sanatorium in 1934, a post 
which he held until his death. 

Dr. Bennett is survived by his widow, a daughter 
and two sons. : 


DR. EDGAR BOURQUE, 71, died at the Hétel-Dieu 
Hospital, Moncton, N.B., on April 28 after a_ brief 
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illness. He was born in Moncton and before taking up 
medicine was a reporter and news editor for local 
papers. A veteran of two World Wars, Dr. Bourque 
was discharged in 1919 as a first lieutenant, having 
served with the 127th Canadian Field Artillery. In the 
Second World War he was a major in the Medical 
Corps. In 1931 Dr. Bourque graduated in medicine 
from the University of Montreal and in 1933 he went 
to Dorchester as medical superintendent of the peni- 
tentiary. He moved to Shediac, N.B., in 1948, where 
he practised until the time of his death. 
He is survived by his widow. 


DR. PIERRE MASSON, Professor and Director of 
the Department of Morbid Anatomy of the University 
of Montreal, died in Montreal on May 11. Monsieur 
Masson, as he was known to his students, was born in 
Dijon in 1880 and took a master’s degree in natural 
sciences at the University of Paris in 1905. In 1909 
he was appointed assistant at the Institut Pasteur of 
Paris. He kept this appointment until 1919, when he 
was named to the chair of pathology in the University 
of Strasbourg. In 1926, Dr. L. C. Simard, now director 
of the Cancer Institute and the department of path- 
ology of Notre-Dame Hospital in Montreal, was study- 
ing under Professor Masson and eventually induced 
him to come to Canada. Dr. Masson took charge of 
the pathology department at the U. of M. in 1927. 
For more than 30 years, he devoted himself to teach- 
ing and organizing pathology departments in various 
hospitals of Montreal (Notre-Dame, Hotel-Dieu, Ste- 
Justine ). 

In 1923,, Dr. Masson published a world-famous 
book on tumours which was re-edited in 1957. He 
published 120 original contributions to the literature 
of pathology. His pet topic was tumours of the nervous 
system. He is possibly best known for his Masson 
trichrome stain, which he devised in the course of his 
research on tumour tissue and is now used in all the 
pathological laboratories of the world. 

Dr. Masson was venerated by his students and 
alumni. His lectures were the most regularly attended 
of all those listed in the curriculum. Not the least of 
their interest was due to diagrams and drawings so 
admirably illustrating his text. 

He is survived by a daughter, Dr. Anne-Marie 
Masson, in charge of bacteriology at McGill’s Institute 
of Pathology, to whom we present our most sincere 
sympathy. 


DR. GEORGE MORRISON, 50, died suddenly in 
Calgary on April 13. Born in Saskatchewan, he studied 
medicine in the University of Manitoba, where he 
graduated in 1933. He then did postgraduate work 
in Dublin and Glasgow. On his return to Canada, Dr. 
Morrison set up a practice in Shaunavon, Sask. A few 
years later he joined a clinic at Regina and then moved 
to Calgary, where he had practised for the last seven 
years. 

Dr. Morrison is survived by his widow and a 
daughter. 


DR. W. J. TAUGHER, 76, of Prescott, Ont., died in 
the Ottawa Civic Hospital on April 23. He was born 
in Pembroke, Ont., and was educated at Queen’s Uni- 
versity, Kingston, where he graduated in 1906. In 1914 
Dr. Taugher started a practice in Prescott and in 1920 
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his brother-in-law, Dr. C. F. McPherson, became his 
partner. In addition to his medical work, Dr. Taugher 
set a record for municipal service when from 1924 to 
1945 he served for 12 terms as mayor of Prescott. 

He is survived by his widow. 


DR. A. E. TRITES, 60, died suddenly in Vancouver 
on May 5. Born in New Brunswick, he went to McGill 
’ University and graduated in 1924. In 1925 Dr. Trites 
moved to Vancouver, where he practised for two years 
before taking a five-year postgraduate course in New 
York. A specialist in obstetrics and gynzcology, he 
was senior obstetrician and gynecologist at the Van- 
couver General Hospital and associate professor of 
obstetrics and gynzcology at the University of British 
Columbia. In the First World War Dr. Trites served 
overseas with the Canadian Heavy Artillery. 

He is survived by his widow, a daughter and a son, 
Dr. A. E. W. Trites. 


PROVINCIAL NEWS 


ALBERTA 


Medical Services (Alberta) Incorporated recently 
completed ten years of operation. The occasion was 
marked by an advertising campaign to acquaint Alber- 
tans with the plan, a ceremonial dinner attended by 
many who have been closely associated with prepaid 
medical care plans in Alberta, and the presentation of 
a suitable memento to the first two subscribers of M.S.I. 

The annual report of the corporation indicates a 
very good position. 1958 saw the completion of the first 
year of the new individual contract. Of these there are 
34,045 new and 30,680 transferees from group con- 
tracts. The total numbey covered by all M.S.I. con- 
tracts is 345,243 — approximately 28% of the population 
of the province. This number is an increase over 1957 
of 96,223 or 39%. The number of signed professional 
members continues to increase and now totals approxi- 
mately 92% of the physicians practising in the province. 

At present the corporation pays 85% of the amount 
on submitted accounts. This may be increased to 90% 
within the year, though such a move would deplete the 
reserves and probably result in an increase in sub- 
scriber rates. 

Professional officers in the corporation are: Dr. J. M. 
Lees, Edmonton, president; Dr. S. M. Schmaltz, gen- 
eral manager; and Dr. W. G. McPhail, director of 
medical services. Professional representatives on the 
board of directors are: Dr. Lees, Dr. R. M. Parsons, 
Red Deer, and Dr. L. Lewis, Medicine Hat. - 


Dr. W. C. MacKenzie has been named dean of the 
faculty of medicine at the University of Alberta to 
replace Dr. John Scott, who retires next September. 
Dr. MacKenzie has been professor of surgery at the 
University of Alberta since 1950. This summer Dr. 
MacKenzie is to deliver the biennial Mitchell Banks 
lecture at the University of Liverpool. During part of 
June and July he will act as visiting professor of 
surgery at St. Bartholomew's Hospital, London, re- 
placing Sir James Paterson Ross, professor of surgery 
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During recent years the Provincial Training School 
at Red Deer has released an annual average of 60 
of its 800 trainees. This is in marked contrast to the 
situation ten years ago when the majority of those 
admitted could expect to spend the remainder of 
their lives in confinement. 

The change arose through a decision of the Alberta 
Department of Health to radically alter the approach 
to the problem of defective children. The trainees 
were moved out of the common residence into a 
village of smaller types of housing, the staff was 
expanded to permit more _ individual attention, 
occupational therapy was intensified, and academic 
studies were geared to the individual’s capability. 


_.. The introduction of modern educational techniques 


has resulted in an employer demand for trainees that 
exceeds the supply. In discharging a trainee to useful 
employment, environment rather than high pay is 
the consideration. The school social worker investigates 
all aspects of placement. and makes follow-up visits. 
Of considerable help in the school’s program is the 
Parents’ Association which holds several get-togethers 
a year at the school where they have had installed 
television sets, recreational equipment and_ other 
luxuries. A recently completed summer camp at Gull 
Lake is another parents’ project. 

Dr. L. J. le Vann is superintendent of the Training 
School while Dr. R. R. Maclean is Director of Mental 
Health Services in Alberta. 


Dr. Konstantine Kowalewski, associate professor of 
experimental surgery at the University of Alberta 
Medical School and assistant director of the McEachern 
Research Laboratory, has been awarded the National 
Council of Jewish Women’s first national “Outstanding 
New Canadian” award. The presentation was made 
at the annual convention of the organization in Ottawa 
by John Kidd, executive director of the Canadian 
Citizenship Council. 

Dr. Kowalewski was born in Russia and received 
his early education in Poland. During the Second Great 
War he served with the Polish commandos and was a 
prisoner of the Germans until 1945. He then received 
his M.D. and Ph.D. from the University of Brussels. 
Coming to Canada in 1952, Dr. Kowalewski joined the 
staff at the University of Alberta three years later. 
The citation outlined his outstanding contribution to 
the country of his adoption. W. B. Parsons 


Erratum 


Dr. W. G. McPhail, Director of Medical Services 
of Medical Services (Alberta) Inc., has drawn our 
attention to a point in connection with the notes on 
Medical Services (Alberta) Inc., which appeared in 
the May issue of this Journal, page 753, last paragraph 
on the page. The last sentence reads: “Patients of these 
doctors who hold a contract with M.S.I. must obtain a 
receipt from the doctor and submit this to the corpora- 
tion which in turn reimburses the patient in the amount 
the contract calls for.” Dr. McPhail points out that 
there is a significant difference between “reimburse- 
ment” as in Australia and “indemnity”. He suggests 
that the sentence should read: “Patients of these 
doctors who hold a contract with M.S.I. must obtain 
an itemized statement from the doctor and submit this 
to the corporation which pays the patient in the amount 
the contract calls for.” 


(Continued on page 1020) 
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RADIOLOGIST WANTED 


Fully qualified experienced radiologist required August 
or September to take over Department of Radiology in 
a 430-bed City Hospital in Mid-Western Canada. 
School of X-Ray Technology attached. Remuneration 
on fee for service basis. 


Reply to Box 350, Canadian Medical Association 
Journal, 150 St. George Street, TORONTO 5, Ontario. 


McGILL UNIVERSITY 


POSTGRADUATE COURSE IN ANAESTHESIA 


Sept. 14th—26th 


This course is arranged as a review prior to the Certification and Fellow- 
ship Examinations and for practitioners engaged in part-time anaesthesia. 
The course lasts for a period of one or two weeks. The first week is one 
basically of lecture periods. A second week of practical instruction will be 
available, at no extra charge, to those requesting this option at the time of 
application. 

Applicants and those making enquiries who are not postgraduate 
residents at McGill should apply to: 

Dr. R. G. B. Gilbert, 

Chairman, Dept. of Anaesthesia, 
McGill University. 

The Montreal Neurological Institute, 
3801 University St., 

Montreal, P.Q. 

Cost of the course is $35.00. 

Lectures will be given at the Montreal Neurological Institute. 

Cafeteria services are available at the Royal Victoria Hospital. 

Advice can be given concerning Hotei and Lodging accommodation, 
on request. 

Those interested please send for a programme. 


address: 


World 
Medical 
Conventions 


e SUMMER AND FALL 1959 


THE CANADIAN MEDICAL 
ASSOCIATION JOURNAL 


requires the full-time services of a medically 
qualified Assistant Editor. The successful 
candidate should have a high standard of 
English and some experience in the work of 
an editor. It is hoped that he will be 
available for duty in September. Adequate 
remuneration is offered. Candidates are 
requested to apply in writing, giving full 
particulars of their career and enclosing a 
photograph, to the Editor, Canadian 
Medical Association Journal, 150 St. George 


Street, Toronto 5, Ontario. 


JULY—AUGUST 


July 3-5 
July 6-8 
July 12-17 
July 19-25 
July 23-30 


July 26-30 


IV Congress of the International 
Union of the Medical Press - 


Cologne, 
Germany 


Ill International Congress of 
School and University Health 


Paris, 
France 


International Congress of 
Plastic Surgery 


London, 
England 


IX International Congress 
of Pediatrics 


Montreal, 
Canada 


. Munich, 
Germany 


IX International Congress 
of Radiology 


XX! Congress of the International 
Psycho-Analytical Association 


Copenhagen, 
Denmark 





HL UR ea 


AMERICAN EXPRESS TRAVEL SERVICE 


October 


Buenos Aires, 


August 9-15 Argentina 


August 17-22 


London, 
England 


SEPTEMBER— 


Barcelona and 
Madrid, Spain 


Paris, 
France 


September 1-7 


September 6-12 
Istanbul, 
Turkey, . 


Munich, 
Germany 


September 11-18 


September 13-20 


September 15-20 
(approximate) 


Lucerne, 
Switzerland 


Munich, 
Gerrnany 


September 18-20 


Strasbourg, 
France 


Munich, 


Autumn 
Germany 


XXI International Congress of 
Physiological-Sciences 


XI International Congress of the International 
Association of Logopedics and Phoniatrics 


OCTOBER 


IX International Congress of 
the History of Science 


lll Congress of the World 

Confederation for Physical Therapy 

XV International Tuberculosis Conference 
XVIII Congress of the International 
Society of Surgery 


Vill Congress of the International ’ 
Union of Railway Medical Services 


IV International Congress of the 
International Cardiovascular Society 


VI International Congress of Therapeutics 


VIII International Congress of 
Comparative Pathology 
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Gairdner Foundation Dinner 


Friday, May 15, was a happy day for seven dis- 
tinguished physicians, for it was the day on which the 
first seven winners of the Gairdner awards for out- 
standing contributions to cardiology and rheumatology 
received their awards in Toronto. The awards were 
presented at a testimonial dinner at the York Club with 
Dr. R. F. Farquharson in the chair and Mr. James A. 
Gairdner, the generous benefactor and members of his 
family present. The awards were presented to the 
following: Dr. Alfred Blalock and Dr. Helen B. Taussig 


of Johns Hopkins Hospital, Baltimore, in recognition of ... 


their contribution to the surgery of congenital heart 
lesions ($25,000); Drs. Charles Ragan and Harry M. 
Rose of New York City, in recognition of their contribu- 
tions to the laboratory diagnosis of rheumatic disease 
($5000); Dr. W. D. Paton and Dr. Eleanor J. Zaimis 
of London, England, in recognition of their contribu- 
tions to pharmacology, with particular reference to the 
role of methonium compounds in treatment of hyper- 
tension ($5000); and Dr. W. G. Bigelow of Toronto in 
recognition of his achievements in developing hypo- 
thermia in open heart surgery ($5000). 

Tributes were paid to the generosity and far- 
sightedness of Mr. Gairdner by Dr. Farquharson and 
Mr. W. O. Twaits, president of the Canadian Arthritis 
and Rheumatism Society. Both these speakers, as well 
as Dr. Harold Segall of Montreal, who. represented the 
National Heart Foundation of Canada, stressed how 
much it meant to receive some recognition for such 
work, and what a stimulus it would be to other re- 
search workers. Dr. Segall said that the late Dr. Maude 
Abbott would have liked to be present on this im- 
portant occasion. 

Each of the award winners said a few words. Dr. 
Taussig said that research workers pursued their voca- 
tion fundamentally for the pleasure of the work, but it 
was good to get a reward, particularly one free from 
politics in a free country. Dr. Bigelow said that these 
gestures of Mr. Gairdner were a sign that the en- 
deavours of workers in ivory towers were appreciated 
by the outer world. 

In presenting the awards, His Honour, J. Keiller 
Mackay. Lieutenant-Governor of the Province of 
Ontario, said to the award winners “I salute you 
warmly and cordially in the name of grateful man- 


kind.” 


QUEBEC 


The 2lst Annual Meeting of our Division held on 
May 7 to 9 at the Hétel-Dieu St-Vallier in Chicoutimi 
recorded the largest attendance we have ever had. 
Over 300 doctors registered for the meeting. The 
scientific program and the scientific exhibits as well as 
the commercial exhibits were better than ever before. 
No one part of the program can, in all fairness, be 
singled out except possibly the panel discussion on 
medical economics held on the last day. Dr. T. James 
Quintin of Sherbrooke acted as the chairman, with Dr. 
Pierre Paul L’Heureux of St. Boniface, Manitoba, and 
Dr. Murray S. Douglas of Windsor, Ontario, as par- 
ticipants. The theme was “How to achieve a united 
front in representations to the Quebec government on 
establishment of hospital care insurance”. This obvi- 


. 
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ously can only be achieved through united efforts by 
our Division, l’Association de Médecins de Langue 
Francaise du Canada and the College of Physicians 
and Surgeons, P.Q. 

Dr. Gerald Halpenny of Montreal, our honorary- 
secretary for the past 11 years, was chosen president- 
elect of the Division, while Dr. Douglas Kinnear of 
Montreal succeeds him as honorary-secretary. Dr. Sylvio 
LeBlond of Chicoutimi was installed as president, Dr. 
Normand Belliveau of Montreal as treasurer and Dr. 
Renaud Lemieux of Quebec as chairman of the board. 


In the last two or three weeks, four of Montreal’s 
larger hospitals have issued their annual reports, 
namely Notre-Dame, Royal Victoria, Queen Elizabeth 
and St. Mary’s hospitals. The boards of directors from 
each hospital again report very substantial deficits, and 
in each case this has resulted in large measure from 
the continued increasing costs of hospital care as 
related to reimbursement under the Quebec Public 
Charities Act. The economic difficulties encountered 
by most if not all hospitals in this province, and it 
also is probably true for the rest of Canada, can perhaps 
be best illustrated by a quotation from the report of 
the board of directors of Notre-Dame Hospital. “The 
problem of medical and hospital costs is a very real 
one. It has not arisen out of malice, incom- 
petency or dishonesty but has been created by the 
increased complexity of medical services available, 
and by the inadequacy of our present insurance and 
tax methods of paying for hospital care.” 


In the last few weeks our Division has lost through 
death two internationally known experts, Dr. Pierre 
Masson and Dr. William Cone. Dr. Masson, an expert on 
the pathology of tumour growth, died after a brief ill- 
ness at the age of 79. He had been professor of patho- 
logical anatomy at the University of Montreal since 
1927. Dr. Cone, one of the world’s leading brain sur- 
geons, died suddenly in his office at the age of 63. 
He had been associated with Dr. Wilder Penfield since 
the foundation of the Montreal Neurological Institute. 

In memory of Dr. Cone, the Montreal Neurological 
Institute has established the William Cone Memorial 
Fund for research endowment. Already in hand or 
promised is a sum of about $140,000 and it is hoped 
that this fund will grow quickly and steadily, thereby 
increasing the endowment for research at this famous 
institution. The work of these two great experts will 
be greatly missed throughout Canada as well as the 
world. 


What could have been a catastrophic situation 
was avoided by the quick action of the total staff 
of the Sacred Heart Hospital in Montreal on May 5. 
A sixth floor was being added to the east wing of this 
hospital when fire, which spread very rapidly, suddenly 
broke out among the building materials. Fortunately 
some 100 staff doctors were in the hospital] at the time, 
and they, with the fine help of the nursing staff and 
other staff members promptly put into operation a 
smoothly operating evacuation procedure. All Montreal 
fire departments and the emergency services of all other 
hospitals in the city as well as the recently reactivated 
Civil Defence Organization were promptly on the spot. 
As the result of this total effort there were no injuries 


(Continued on page 1022) 
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recorded to any one. The entire east wing was promptly 
evacuated and most patients conveyed under excellent 
conditions to the various hospitals throughout the city. 


Recently quite an achievement was attained by a 
group of our colleagues. The Jean Talon Hospital in 
Montreal is now in the midst of a drive for $3,000,000 
construction fund. This is to go towards the construc- 
tion of a new ten-storey wing. The attending physicians 
at this hospital have contributed a total of $200,000 
towards this fund—probably a record for our pro- 
fession in contributions to a regional hospital drive. 


This hospital has also recently appointed Dr. L. P. 
Nelligan as chief surgeon. He is a graduate of McGill 
University and had been in charge of surgery at St. 
Mary’s Hospital and on the attending staff in surgery 
at the Royal Victoria Hospital. 


It is a great pleasure to note that the University of 
Montreal at its spring convocation on May 29 con- 
ferred on Dr. James B. Collip an honorary degree in 
medical sciences. Dr. Collip, dean of medicine and 
head of the department of medical research at the 
University of Western Ontario, is also the man under 
whom your reporter received most of his postgraduate 
training—a memorable and thorough course. 


The Montreal General Hospital has recently named 
three doctors to the rank of senior surgeon on the 
hospital staff. They are Drs. Fraser N. Gurd, Eric A. 
MacNaughton and F. M. Woolhouse. These appoint- 
ments are part of the reorganization of the depart- 
ment of surgery at the hospital following recent 
promotion of Dr. Rocke Robertson to surgeon-in-chief. 

A. H. Nruretp 


NOVA SCOTIA 


Dr. Murray Fraser of Halifax has been named 
President-elect of the College of General Practice of 
Canada. This nomination took place at the April meet- 
ing of the College in Toronto. He will assume office 
in April 1960. 


Three Dalhousie University cancer research workers, 
Dr. J. A. McCarter, Dr. W. I. Morse and Dr. S. D. 
Wainwright, have been granted a total of $20,690 in 
cancer research grants and fellowships for 1959-60 by 
the National Cancer Institute of Canada. 


Dr. McCarter will receive $10,300 for studies in 
epidermal carcinogenesis, Dr. Morse $5300 for studies 
in cestrogen metabolism in carcinoma of prostate, and 
Dr. Wainwright $5000 for studies in mechanism and 
genetic control of protein biosynthesis. 


Mr. W. Stanley Lee was re-elected president of the 
Children’s Hospital board of management, at a meet- 
ing of that group following the 48th annual meeting, 
held in the nurses’ residence. 

During his remarks, Mr. Lee pointed out the 
tremendous problem of paying off the back deficit of 
the Children’s Hospital. This deficit, shown for the 13 
months’ operation ended December 31, 1958, amounts 
to the large sum of $224,000. 
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A feature of the meeting was the presentation of a 
scroll to Dr. Gordon B. Wiswell, paying tribute to his 
36 years’ association with the services of the hospital. 
For the past ten years he has been physician-in-chief 
for medical services, a post from which he is now 
retiring. 


Seven Halifax and Dartmouth doctors attended the 
recent sectional meeting of the American College 
of Surgeons in Montreal. Drs. Saul Green, Fred J. 
Barton, W. A. Curry, Harry D. O’Brien, Edwin F. 
Ross, J. A. Noble and Leo Green were among the 
thousand delegates from Canada and the United 
States. Dr. O’Brien presided over one of the general 
surgical sessions, and Dr. Ross spoke on neonatal in- 
testinal obstruction. 


Drs. Hereford Still, Ian MacGregor and J. W. Mac- 
Intosh, Jr., have been appointed as staff physicians to 
the out-patient department of the Victoria General 
Hospital. This appointment carries with it the obliga- 
tions and privileges of staff meetings. This is the first 
time that general practitioners have been so honoured 
in the Victoria General Hospital. 


Dr. Michael Thomas Casey has been appointed to 
the surgical staff of the Victoria General Hospital as 
an Assistant Surgeon. Dr. Casey was born in New 
Aberdeen, Cape Breton, and graduated from Dalhousie 
Medical School in 1953. His internship was spent in 
the Victoria General Hospital and he had one year of 
postgraduate surgical training in this institution. In 
1954, Dr. Casey was appointed to the resident intern 
staff at Bellevue Hospital, New York, at which he 
spent the next four years in postgraduate training. He 
received his F.R.C.S. (Canada) in 1958. 

WALTER K. House 


PRINCE EDWARD ISLAND 


Dr. Temple Hooper of the Division of Cancer 
Control has been granted leave of absence for one 
year for postgraduate study in radiation therapy in 
Saskatoon. Dr. and Mrs. Hooper have taken up resi- 
dence in that city. 


Dr. E. Kassner of Souris, who was elected president 
of the College of General Practice, Prince Edward 
Island Chapter, represented the Division at the recent 
annual meeting of the College of General Practice in 
Toronto. 


It has been recently announced that Drs. Wilfred 
Callaghan of Summerside and R. Harold Stewart, 
Charlottetown, have been awarded scholarships 
through the College of General Practice for the year 
1959. Both doctors will do postgraduate study during 
the present year. 


At the general meeting of the Medical Society of 
Prince Edward Island at the Charlottetown Hotel on 
May 14, Dr. Victor Johnston, executive director of the 
College of General Practice of Canada, was the guest 
speaker. The executive and program committee of the 
Society had previously met on May 13 at the Poly-. 
clinic to plan the clinical program for the 1959 annual 
meeting. J. A. McMiLLan 
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BOOK REVIEWS 


CARDIAC ARREST AND RESUSCITATION. Hugh E. 
Stephenson, University of Missouri School of Medicine, 
Columbia, Mo, 372 pp. Illust. The C. V. Mosby 
Company, St. Louis, 1958, $12.00. ; 

Since the advent of anzsthesia just over a hundred 

years ago, surgery has made enormous strides, but not 

without cost. With the introduction of chloroform, 
fatalities due to cardiac arrhythmia or arrest began 
to be reported almost at once. Ever since, attempts 
have been made to prevent this catastrophe or to restore 
normal heart action, with only sporadic success. The 
appearance of several publications in this field testifies 


to the increasingly intense interest and research being_. 


applied to this most distressing problem. The author, 
who has the help of several contributors, is well 
qualified to add to their number. 

The circumstances under which arrest occurs and 
its frequency are discussed in some detail. One chapter 
is devoted to its diagnosis and is followed by a chapter 
on the etiology. The management, including drug 
therapy, massage, defibrillation and stimulation, is 
taken up in detail. The dangers and complications of 
attempts at resuscitation are reserved for another 
chapter. The prognosis and the late sequelz also come 
in for comment. The most important section, on pre- 
vention, is also one of the shortest. Perhaps this fact 
indicates where the need for knowledge is the most 
acute. Inadequate oxygenation, unfortunate choice of 
the anzsthetic agent and the employment of too many 
drugs in too large quantities, are undoubtedly impor- 
tant factors in cardiac arrest. It is well to remember 
that these factors are under our control. 

This volume merits careful perusal by anzsthesio- 
logist, surgeon, cardiologist and anyone intimately 
involved with the operating room. 


LUNG FUNCTION TESTS. B. H. Bass, London Hospital, 
England. 72 pp. Illust, H. K. Lewis & Co. Ltd., London, 
1959. 8s. 6d. net. 

Tests of lung function” are being used with increasing 

frequency in clinical medicine. This subject has usually 

been dealt with in highly technical research reports 
and monographs, and as a result doctors seeking infor- 
mation about the tests have soon become discouraged. 

Dr. Bass, in his short book (it can be read in a single 

evening), deals with tests of pulmonary function 

simply and clearly. He discusses in an easily under- 
stood manner, ventilation, gas exchange and mechanics 
of breathing. The chapter on the mechanics of 
breathing is especially recommended. The _ illustra- 
tions are noteworthy for their simplicity and clarity. 

Emphasis has been placed on the easily performed 

tests of ventilation and the value of fluoroscopy. 

Minor criticisms are: the unnecessarily detailed 
account of the techniques for measuring functional 
residual volume, the lack of clear distinction between 
restrictive and obstructive ventilatory defects, and 
lack of discussion of the response of the arterial oxygen 
saturation to exercise. The complete absence of refer- 
ences is a serious omission. 

This book should stimulate further reading and 
encourage the setting up of some of the simpler, tech- 
niques, but this is made difficult by the lack of 
references. Dr. Bass’s book fulfils a definite need and 
is highly recommended for those who wish to take 
the first steps in the exploration of the complex field 
of tests of respiratory function. 
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EVOLUTION OF THE SPEECH APPARATUS. E. Lloyd 
DuBrul, College of Dentistry, University of Illinois, 
Chicago. 103 pp. Illust. Charles C Thomas, Springfield, 
Ill.; The Ryerson Press, Toronto, 1958. $5.25. 


This monograph is not easy to read and is hardly a 
work for the beginner. To fully comprehend its con- 
tent and implications, one needs to “straddle the fields” 
of biology, cybernetics, anatomy, functional neuro- 
anatomy and anthropology, as well as to be conver- 
sant with the theories of speech and language. Although 
this critic does not feel particularly competent to review 
the work in all its aspects, the monograph may be 
recommended as a thoughtful and stimulating publica- 
tion. It is well illustrated and documented and pro- 
vides a splendid bibliography. 

The author has a complex style, often with much 
meaning behind some of his brief statements, such 
as “invertebrates are inveterate in the tendency to 
aggregate”; “the more complex the animal, the more 
complex are not only its movements, but its responses 
to movements of others, all of which complicates the 
mode of congregation”; “a group of similar animals 
tend to minimize for each other the disturbing effects 
of unusual surroundings”. The work attempts a holistic 
approach to the problem of speech and language ori- 
gin and evolution, but in the main emphasizes anatom- 
ical and physiological evidence and ignores or does not 
fully explore some other important aspects of the prob- 
lem. 


The main thesis is that of Williston’s Law, quoted 
by the author and applied to speech development: 
“And it is also a law in evolution that the parts in an 
organism tend toward reduction in number, with the 
fewer parts greatly specialized in function, just as the 
most perfect human machine is that which has the 
fewer parts, and each part most highly adapted to the 
special function it has to subserve.” The notion is 
offered that in the individual animal, the special reduc- 
tion of repetition of parts serving the same function 
has yielded more complex animals. In man, the hands 
were freed from locomotion, so that the forelimbs 
changed as they became wholly used for the new func- 
tion of food getting, preparing and feeding. In so 
doing, the forelimbs freed the oral structure from their 
previous task of obtaining food and hence made the 
oral mechanism available for the purpose of speech. 
The author maintains that “as it is a feeding apparatus 
that is taken over by speech, the posturings and opera- 
tions of speech are those of the feeding movements... 
Food flows into the stomach but air flows out of the 
lungs. Speech production is only a difference in direc- 
tion of fluid flow.” When man came to adopt the up- 
right posture, changes of the skull, jaws, mouth muscles 
and pharyngeal relations also assisted in making the 
oral channel available for sound production. 

Changes in behavioural patterns bring about anatom- 
ical and physiological changes and these changes bring 
about further behavioural changes. Quoting Carpen- 
ter, the author states: “All behaviour, including that 
called cultural, has anatomical and physiological coun- 
terparts .. . Through learning, for example, modifica- 
tions may result in the organism, particularly in sub- 
microscopic structure of the brain, which persistently 
modify the animal’s subsequent behaviour and social 
reactions.” In this way, new behaviour patterns in 
man were established. “Changes in the brain can cause 


(Continued on page 1026) 
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a shift in neural control of peripheral parts in animals 
with brains large or complex enough. In man, by for- 
tuitous chance, changes in the brain concomitant with 
adjustments to posture permitted a shift in the feed- 
back mechanism that dominated oral movements.” 
From this accident, speech was made possible. In 
otlicr words, this monograph adopts the thesis and 
offers evidence of comparative functional anatomy to 
support the concept that, as animals evolved, anatomi- 
cal and physiological adaptations occurred in man 
which made possible the utilization of the oral mechan- 
ism for speech purposes. 


Animals shift from aggressive to cooperative action, . 


and the mode of this integration is a communication 
of intent by signal, sign, or gesture. The author makes 
a distinction between speech and language but in defin- 
ition says, “Speech retains more explicitly than language 
the fundamental suggestion of articulate or vocal 
utterance. Speech is the event of codifying a thought in 
sets of controlled connected sounds,” and furthermore, 
to the author, speech means “that reverberating circuit 
of activity that integrates the human social unit”. With 
regard to language, Locke is quoted, “The association 
of image and sound is said to be intrinsic. Language 
is its extrinsic symptom.” 

“Speech is first a morphologic problem. Morphology 
is a historic problem. Speech has usually been studied 
as if it could be settled by itself, but an attempt is 
made in this monograph to show that the story of 
speech is inextricably bound up with the origin and 
evolution of man.” 


PRACTICAL BLOOD GROUPING. F. Stratton and P. 
H. Renton. 330 pp. Illust. Charles C Thomas, Spring- 
field, Ill.; The Ryerson Press, Toronto, 1958. $10.75. 


The specialized field of the human blood groups has 
been well served in recent years by the appearance 
of a small number of excellent textbooks. The latest 
addition, Practical Blood Grouping, is one of the 
most welcome, for both its authors are well known for 
their contributions to the literature, and their trans- 
fusion centre is generally regarded as being among 
the foremost in England. Dr. Stratton and Dr. Renton 
do more than describe the methods which, over the 
years, they have found most suitable or with which 
they are most familar: the pitfalls that surrounds each 
test are granted a chapter to themselves as well as 
numerous mentions throughout the text; case reports 
clearly emphasize many of the important points; and 
chapters on antigen-antibody reactions and on com- 
plement in blood grouping are not to be found in 
comparable works. 

All aspects of blood grouping are covered, both 
theory and practical applications. The determination of 
the ABO groups and the organization of large-scale 
ABO grouping are very detailed, as are the descrip- 
tions of the Rh groups and the organization of an ante- 
natal service. Cross-matching and the difficulties that 
may be encountered receive adequate attention. The 
procedures for the identification of atypical antibodies 
are given a chapter to themselves and are wel] illus- 
trated by case reports. The chapter on statistical con- 
siderations in the identification of antibodies and the 
description of the statistical control of large-scale ABO 
grouping are most informative. There is an excellent 
description of the anti-globulin test and the false results 


> 
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that can follow its use. Apart from the text there are 
over 100 useful tables and over 20 plates and figures; 
the plates in particular are of interest because many 
of them illustrate the appearance of different kinds 
or degrees of agglutination in a highly original manner. 


This is a most useful book. It puts tests, controls, 
and the chance of error in their proper perspective. 
It is eminently practical, and is highly reccommended 
to all engaged in blood grouping. 


THE ABO BLOOD GROUPS: COMPREHENSIVE 
TABLES AND MAPS OF WORLD DISTRIBUTION. 
A. E. Mourant, Ada C, Kopec and Kazimiera Domaniew- 
ska-Sobczak. 276 pp. Illust, Charles C Thomas, Spring- 
field, Ill.; The Ryerson Press, Toronto, 1958, $10.25. 


The subtitle of this book is important. 'The ABO. blood 
groups hold many problems for many disciplines, but 
unless it is realized that this.book comprises “Compre- 
hensive Tables and Maps of World Distribution” with 
no text apart from an introduction and a large biblio- 
graphy, the reader may well be disappointed. In his 
earlier work, The Distribution of the Human Blood 
Groups, Dr. Mourant described the different blood 
group systems, and then gave their distribution among 
the races of man before attempting to show how they 
may have arisen in the first place and how they may 
have reached their present complex distribution. The 
literature on the ABO blood groups dwarfs that of all 
the other blood group systems combined, so that much 
of this information could not be contained in the 
earlier work. The present volume remedies this deficit, 
and presents all data published to the end of 1957 
on the frequency of the ABO groups in human popul- 
ations. 

As the definitive source-book on this subject, this 
work will prove invaluable to anthropologists, human 
geneticists, and to all who work on the fringes of these 


fields. 


OCCUPATIONAL ALLERGY. European Academy of 
Allergy. 329 pp. Illust. Charles C Thomas, Springfield, 
Ill.; The Ryerson Press, Toronto, 1958. $12.00, 


This book consists of a series of lectures held during a 
course on occupational allergy at The Hague in May 
1958, organized by the Netherlands Society of Allergy, 
and under the auspices of the European Academy of 
Allergy. It consists of 38 chapters, each chapter a 
lecture by one or two specialists in a particular field 
of occupational allergy, and covers such subjects as 
occupational and industrial asthma, nasal affections as 
occupational diseases, occupational allergic affections 
of the eye, kapok allergy, allergy to oil of turpentine, 
occupational dermatosis of the housewife, skin hazards 
in the wool textile industry, occupational allergy in the 
baking profession, asthma among mine workers, allergic 
reactions in nurses, occupational allergy in printers, and 
allergic reactions in cigar factory workers. 


In each case, the subject matter is well presented, 
and there is information of use to the industrial physi- 
cian, allergist or dermatologist, although this book is of 
little or no interest to the general practitioner. A 
very serious disadvantage is the absence of an index 
other than a list of contents, so that it has very 
limited value for purposes of reference. It therefore 
lacks the advantages which a textbook usually has for 
ready reference by a busy physician. 


(Continued on page 1029) 
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FUNGOUS DISEASES AND THEIR TREATMENT. 
Edited by R. W. Riddell and G. T. Stewart, 256 pp. 
mm —- & Co. Ltd., lane and Toronto, 


This interesting volume records the proceedings of a 
recent symposium held at the Institute of the Diseases 
of the Chest, Brompton Hospital, London, England. It 
is an up-to-date review of the complex question of 
superficial and systemic fungus diseases including the 
histopathology, pathogenesis, epidemiology, clinical 
description of some of the entities, and treatment. 
There are chapters of interest to the dermatologist, 
internist, gynecologist, pediatrician and pathologist, so 
that a wide field of medical practice is included in 
the discussion of different subjects. One reads with 
particular interest the evaluation of the new and old 
therapeutic agents in mycotic diseases, and agrees with 
the editors’ note that a more critical study is required 
of the mode of action of the few effective drugs. 


The volume is well printed and illustrated; one 
regrets, however, the absence of colour illustrations, 
especially when different staining techniques are 
described. It is not a textbook of mycology, a few 
selected important subjects being extensively covered, 
but would be a welcome adiition to any medical 
library as a work of reference. 


A COMPENDIUM OF RESEARCH AND THEORY OF 
STUTTERING. Charles F. Diehl, University of 
Kentucky. 314 pp. Charles C Thomas, Springfield, IIl.; 
The Ryerson Press, Toronto, 1958. $10. 75. 


This publication is not just an annotated bibliography. 
It may truly be claimed to be a compendium because 
it abstracts 193 published works and contains in 
addition an extensive reading list. It therefore includes 
all the details necessary to a comprehensive knowledge 
of the subject, presented in such a way as to make for 
interesting and easy reading. 


Stuttering, as the author says, is an enigma, and the 
voluminous literature available on the subject is in 
itself an obstacle to the student. The compendium 
assists tremendously in surmounting this difficulty, but 
it does more than that, because the publications 
abstracted have been systematically divided into five 
main areas: history, symptomatology, etiology (physio- 
logical), etiology (psychological) and_ therapy. 
Furthermore, each publication abstracted has _ itself 
been divided into four subdivisions: purpose, experi- 
mental design, summary and conclusions. The total 
effect is that each section has been so arranged in 
sequence that it develops a theme; this minimizes 
confusion and facilitates comprehension while pre- 
serving scientific accuracy. 

If any negative criticisms might with justification 
be made at all, one might observe that the abstracted 
publications are confined to the English language and 
to American publications in particular. Some British 
publications might have been included, and indeed 
some representative foreign-language publications might 
have been translated as well, although in defence 
of the author it should be mentioned that a reading 
list of foreign publications has been included. Perhaps 
the work might also have been enlianced if each 
section had been concluded with a summary or 
critique, but again the author has purposely and per- 
haps wisely refrained from doing just this in such a 
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controversial area, for he says “final conclusions” are 
left “entirely to each reader”. 

In summary, this is an excellent publication, and 
highly recommended to speech pathologists, psycholo- 
gists, psychiatrists and physicians generally, especially 
to the latter, who are still prone to indulge in the 
common and somewhat naive notion that stuttering 
is but a symptom of an underlying neurosis, and 
therefore removal of the neurosis (however that is 
accomplished) will automatically remove the stuttered 
speech difficulty. Unfortunately, as this compendium 
of research and theory will demonstrate, the disorder is 
a much more compléx problem than that. 


DIE HERZ-INSUFFIZIENZ IN DER PRAXIS (Cardiac 
Failure in General Practice). Kurt Bloch. 216 pp. Illust. 
Georg Thieme Verlag, Stuttgart; Intercontinental 
Medical Book Corporation, New York, 1958. $4.70, 


In the first part of this monograph the author gives 
a short review of the normal and pathological anatomy 
and physiology of the heart, and also describes some 
of the biochemical processes taking place in the myo- 
cardium. In the chapters that follow there is a dis- 
cussion of symptoms and signs in various clinical con- 
ditions resulting in cardiac insufficiency. 

The second part of the book is devoted to a descrip- 
tion of diagnostic methods. Physical diagnosis is dis- 
cussed in detail, but radiology, electrocardiography and 
function studies are mentioned only briefly. 

The final chapters are devoted to the treatment of 
cardiac insufficiency. Digitalis therapy and the use of 
diuretics“ are dealt with extensively. Unfortunately, 
some drugs are mentioned by their trade names only 
and not by their chemical composition. The significance 
of rest and graduated exercise, diet and climate for the 
patient with heart disease is briefly discussed. 

The bibliography contains references from the new 
European as well as American literature up to 1958. 
The book can be recommended to all German-reading 
physicians interested in the subject. 


COURTROOM MEDICINE. Compiled and edited by 
Marshall Houts, Judge, General Counsel to the Court of 
Last Resort. 511 pp. Illust. Charles C Thomas, Spring- 
field; The Ryerson Press, Toronto, 1958. $15.50. 


This book, its subjects chosen at the request of lawyers 
who had been asked on what medical subjects they 
needed information most, is a compendium of medicine 
written for lawyers by 26 doctors. There are two short 
chapters on doctors as expert witnesses, one on medical 
examination and one on anatomy; the others are on 
common diseases or injuries, discussed — broadly — by 
systems. The titles cover so wide a range of subjects 
which are summarized so briefly that they would 
contribute little to a doctor’s knowledge of medicine, 
though probably they would be informative to lawyers 
who need some general medical knowledge. Many of 
the chapters have short discussions of medico-legal 
aspects of the subjects, but these again are summarized 
too briefly to convey much information. 

One gains the impression that the writing and editing 
were hurried; a few errors of spelling have gone 
uncorrected, and two figures have the same legend; 
even for the first edition there are more distracting 
slips than there should be. 

The book may fulfil its purpose of helping lawyers 
to prepare cases that deal with medical matters — its 
avowed purpose — but has little value for doctors. 
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GENERAL PRACTITIONER, married, required to join 
two-man group suburb of Toronto. Percentage basis after 
trial period. Reply to Box 341, Canadian Medical Association 
Journal, 150 St. George St., Toronto 5, Ont. 





WANTED.—MEDICAL DOCTOR for rural community in 
Northern Saskatchewan. New 10 bed hospital with X-Ray 
and Laboratory. Population of hospital‘ area approximately 
2009. No other Doctor in Community. Very attractive starting 
eonditions regarding housing and office space. To start July 
15th. For full particulars apply: Mr. R. D. Campbell, Secretary. 
Treasurer, Rabbit Lake Union Hospital, Rabbit Lake, 
Saskatchewan. 





GENERAL SURGEON.—Willing to help busy general prac- 
titioner in growing Ontario city. Two hospitals. Associate in 





same offices with partnership if arrangement satisfactory. 
Reply to Box 280, Canadian Medical Association Journal, 
150 St. George St., Toronto 5, Ont. 

Practices 





NOTE: To avoid the publication of misleading informa- 
tion, all advertisers under the classification ‘‘Practices’’ 
in the Canadian Medical Association Journal should fur- 
nish the following information: ; 

ites of community and surrounding territory 
served. : 

Number of doctors now practising in the community. 

Location of nearest doctor if the community has no 
resident physician. 

Location of nearest hospital. 

Description and suggested price of premises for office 
and residence. 

Whether or not an introduction of at least two months’ 
duration may be afforded a prospective purchaser. 





EXCELLENT UNOPPOSED GENERAL PRACTICE in 
attractive eastern Ontario village of 1000 population, serving 
large area. One active doctor within 10 miles; two open 
hospitals 12 miles away. Large, brick house; fully equipped 
office; large, well-kept garden. Annual gross over $25,000, 
includes government salary of $2400. Easy terms, below 
annual gross, includes salaried introduction of up to two 
months. Owner specializing. Reply to Box 928, Canadian Medical 
Association Journal, 150 St. George St., Toronto 5, Ont. 





GENERAL PRACTICE in British Columbia mining camp. 
Population 2500. One other doctor active. 20-bed, well-equipped 
hospital. Seven room furnished office and six room house on 
rental basis. 1958 gross, $23,000. 95% of practice covered by 
medical schemes. Located in the mountains in some of British 
Columbia’s excellent hunting and fishing grounds.Forty-five 
minutes to lovely lake. Available June 1959. Reply to: Dr. W. 
Lb. Lipseit, Pioneer Mine, British Columbia. 





PRACTICE ONLY FOR SALE in small central Ontario 
town. Open hospital 18 miles distant. Gross annual income: 
$11,000 and capable of expansion. General office equipment and 
adeauate introduction. Reply to Box 273, Canadian Medical 
Association Journal, 150 St. George St., Toronto 5, Ont. 





FOR SALE.—Firmly' established, well-equipped General 
Practice in lowntown Vancouver. Annual gross over $25,000, 
terms can be arranged. Reply to Box 321, Canadian Medical 
Association Journal, 150 St. George St., Toronto 5, Ont. 





GENERAL PRACTITIONER required to open new practice 
in large army camp in Ontario to serve 3,500 wives and 
children of serving soldiers. This population is expected to 
increase during the next 18 months by an additional 1500. 
Living accommodation available to rent immediately. Permanent 
office to be constructed Fall 1959. Limited laboratory and x-ray 
facilities available in camp. Two general hospitals 12 miles 
away. No other practitioners resident within 12 miles but 
adjacent civilian community is visited by two other practitioners 
part-time. Reply giving particulars to: Box 322, Canadian 
Medical Association Journal, 150 St. George St., Toronto 5, Ont. 





EXCELLENT UNOPPOSED GENERAL PRACTICE IN 
NOVA SCOTIA TOWN OF 1500, SERVING A LARGE SUR- 
ROUNDING AREA. ONE SEMI-RETIRED DOCTOR WITHIN 
5 MILES. SMALL HOSPITAL IN TOWN. LARGE MODERN 
HOUSE WITH FULLY EQUIPPED OFFICE, GROSS INCOME 
MUCH ABOVE AVERAGE, THIS PRACTICE COULD SUP- 
PORT TWO DOCTORS. PRICE APPROXIMATELY ONE 
YEAR’S GROSS. TERMS CAN BE ARRANGED. INTRODUC- 
TION IF DESIRED. PRESENT OWNER RELOCATING FOR 
PERSONAL REASONS. REPLY TO BOX 323, Canadian Medical 
Association Journal, 150 St. George St., Toronto 5, Ont. 
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FOR SALE.—Busy established general practice with house, 
attached office, and if desired, office equipment, in most 
attractive community. Population: 4000. Within commuting 
distance of Montreal. Annual gross $13,000; increased if inclusion 
of obstetrics; minimal overhead. One other doctor in community. 
Reply to Box 342, Canadian Medical Association Journal, 150 
St. George St.,. Toronto 5, Ont. 





UNOPPOSED GENERAL PRACTICE in lumbering, mining 
and large summer’ resort area. Contract work possible. Nearest 
hospital 35 miles. Excellent highway. Last year’s gross $13,000. 
Suitable for semi-retired man. Modern home for sale. Reply 
to Box 343, Canadian Medical Association Journal, 150 St. 
George St., Toronto 5, Ont. 





Residencies and Internships 





MONTREAL INSTITUTE OF CARDIOLOGY.—1. Two 
i internships available in cardio-vascular surgery. 
Applicant must have completed at least one year of rotation. 
Appointments valid for six months renewable. 2. Surgical 
resident. Applicant must have completed at least three years 
of general surgery and preferably one year of thoracic surgery. 
Appointments valid for one year renewable. 3. Internship and 
residency in cardiology for one or two years. Applicants must 
have completed at least one year of medical internship. 4. 
Research fellowship in experimental cardio-vascular surgery. 
Appointments for one year. Details on request. Approved by 


Royal College of Physicians and Surgeons of Canada for 
training in thoracic surgery (one year) and cardiology (one 
year). Application forms on request from Medical Director, 


Institut de Cardiologie de Montreal, 5415 Boulevard de l’assomp- 
tion, Montreal 36, Quebec. 





ST. LUKE HOSPITAL, in Montreal, 
considering applications for internship or residency in the 
different services or a general hospital. The institution is 
approved with full accreditation by the Joint Commission on 
Accreditation of Hospitals. The Royal College of Physicians 
and Surgeons of Canada approves for advanced graduate train- 


capacity 451 beds, is 


ing the following specialities: anesthesia, general surgery, 
internal medicine, orthopedic surgery, otolaryngology, pa- 
thology, radiology (diagnostic) and radiology (therapeutic). 


Applicants may address their applications to: Dr. H. I. 
Tetreault, Medical Superintendent. 


WANTED.—ROTATING INTERNS FOR 260 BED GENERAL 
HOSPITAL. Abundant practical experience.- Active teaching 
program. $250 plus full maintenance. Housing for families at 
nominal cost. Many fringe benefits. Fully approved. Foreign 
Graduates other than Canadian, Australian, British or Western 
European will be considered only if certified by Educational 
Council for Foreign Graduates. Write Dr. Rhett P. Walker, 
Mobile General Hospital, Mobile, Alabama, U.S.A. for more 
information. 





INTERNSHIPS AVAILABLE, 12 months rotating general, 
including isotope, electreencephalogram and research labora- 
tories. Salary $250 per month plus full maintenance for single 
interns. Some apartments available for married interns. Apply: 
Chairman, Resident-Intern Committee, St. Joseph’s Hospital, 
Lancaster, Penna., U.S.A. 





INTERNAL MEDICINE, Southwest. Three year approved 
residency. Carefully planned programme, university supervised. 
Approved school and U.S. Citizenship required. Low cost living 
quarters available. For details write: W. S. Taylor, M.D., 
Veterans Administration Hospital, Albuquerque, New Mexico. 





RESIDENCY IN PATHOLOGY available July 1, 1959. 350-bed, 
southern California hospital. Fully approved pathology and 
clinical pathology. 10,000 annual surgicals, 300 autopsies, 
250,000 clinical examinations annually. Monthly stipend, $325 and 
up. Canadian or American graduates only to apply to: Dr. D. 
A. Desanto, Pathologist, Mercy Hospital, San Diego 3, 
California. 





RESIDENTS IN PATHOLOGY OR BACTERIOLOGY or both. 
280 bed hospital approved for training by Royal College of 
Physicians. Appointment from July 1, 1959. Reply to Women’s 
College Hospital, Grenville and Surrey Place, Toronto 5, Ont. 





Fellowships 





FELLOWSHIP IN EXPERIMENTAL CARDIAC SURGERY. 
Available July 1st, 1959 for medically qualified applicant. Salary 
$3000 per year. Apply: A. M. Rappaport, M.D., Charles H. Best 
Institute, University of Toronto, Toronto 5, Ontario. 
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(Continued from page 994) 


FELLOWSHIP IN MEDICAL 
NEOPLASIA 


Memorial Center, New York, is 
a training center affiliated with 
Cornell University Medical Col- 
lege. Specializing in cancer and 
allied diseases, it participates 
actively in teaching at both under- 
graduate and graduate levels. It 
has a fully approved residency 
program in internal medicine, and, 
in addition, offers special fellow- 
ships for study to a_ limited 


number of graduate physicians. 
These are designed to offer phy- 
sicians trained in internal medicine 
the opportunities available at Me- 
morial Center to study the natural 
history, diagnosis, complications, 
pathogenesis and pathologic physi- 
ology, pathology and treatment of 
cancer, with particular emphasis on 
the leukemias, lymphomas and 
allied diseases, and to undertake 
an active supervised clinical in- 
vestigation of interest to the service 
and the fellow in the field of medi- 
cal neoplasia (non-surgical cancer 
and palliative’ therapy of patients 
with malignant tumours). 


AN AMES CLINIQUICK 


CLINICAL BRIEFS FROM MODERN PRACTICE 


What differentiates “renal diabetes” (renal 
glycosuria) from diabetes mellitus? 


Blood sugar levels. In renal glycosuria they are normal; in untreated diabetes, 
fasting blood sugars are usually 130 mg.% or over and postprandial levels 


170 mg.%, or more. 


Source: Joslin, E. B; Root, H. FE; White, P, and Marble, A.: The Treatment of Diabetes — 
Mellitus, ed. 9, Philadelphia, Lea & Febiger, 1952, pp. 701-702. 


A“URINE-SUGAR PROFILE” FOR 
CLOSER CONTROL 


The new CLINITEST Urine-Sugar 
Analysis Set contatns an improved 
Analysis Record form that enables 
even closer control of the moderate 
and the.severe diabetic. Daily urine- 
sugar readings may be connected to 
produce a graph—a day-to-day 
“profile” that reveals at a glance 
individual trends and degree of 
control. 


color-calibrated 


CLINITEST 


*GP 16:121 (August) 1957. 


FOR EVEN BETTER CONTROL OF THE 
MODERATE AND THE SEVERE DIABETIC 
the STANDARDIZED 
urine-sugar test for reliable 
quantitative estimations AMES 
“,..the most satisfactory CAWADALIB 
method for home and : 


Office routine testing.”* rN 
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The fellow will carry out clinical 
or clinical and laboratory study of 
an approved or assigned problem 
under reasonable guidance and 
supervision, attend a weekly service 
teaching conference and medical 
grand rounds, be assigned to vari- 
ous departments, and have a 
unique opportunity to see and 
study the management of large 
numbers of patients with lym- 
phomas, leukemias and _ allied 
diseases. 

Candidates must be graduates 
of recognized A.M.A. - approved 
medical schools, and must have 
completed or be in process of com- 
pleting two years of postgraduate 
training in internal medicine in 
addition to one year of internship. 
The salary stipend is $6000 per 
annum without maintenance. The 
fellowship appointment is for one 
year normally beginning July 1, 
renewable for one or two years for 
select individuals who develop a 
special interest in some problem. 
Applicants should apply in writing 
to: Henry D. Diamond, M.D., 
Chief, Lymphoma Service, Depart- 
ment of Medicine, Memorial Center 
for Cancer and Allied Diseases, 
444 East 68th Street, New York 21, 
New York. 


VITAMIN B,, AND 
DIABETIC RETINOPATHY 


In 1953, Becker and his col- 
leagues suggested that there was 
an abnormality of vitamin B,, 
metabolism in diabetics. They 
stated that in patients with retino- 
pathy, urinary excretion of vitamin 
B,, was abnormally high, whereas 
in diabetics without retinopathy 
excretion was subnormal, Sugges- 
tions have been made from time 
to time since then that vitamin B,, 
was helpful in the treatment of 
diabetic retinopathy. 

Keen and Smith of London, 
England (Lancet, 1: 849, 1959) 
performed a controlled trial of 
vitamin B,, treatment on 25 dia- 
betic patients with mild retino- 
pathy, making drawings of the 
affected fundus at eight-week inter- 
vals over a period of about 48 
weeks. A double-blind trial was 
conducted, one member of each 
group being given 50 yg. of vita- 
min B,, by mouth three times a 
day during the trial period, and 
the other a.blank tablet. The study 
failed to show any effect of vitamin 
B,, given by mouth upon the 


(Continued on page 60) 
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course of diabetic retinopathy, but 
it emphasized the value of a 
method focusing attention on the 
fate of individual lesions in a 
retinal segment. 


COD LIVER OIL AND 
SERUM CHOLESTEROL 


It is now a well-known fact that 
the cholesterol content of the blood 
is greatly influenced by the amount 
and kind of dietary fat. Relatively 


unsaturated vegetable fats lower 
the serum cholesterol level, while 
the relatively saturated animal fats 
raise it. 

De Groot and Reed (Nature, 
183: 1191, 1959) studied the 
effects of cod liver oil and some of 
its fractions on serum cholesterol in 
rats. The latter were given a basic 
diet tending to raise cholesterol 
level, and various fractions of cod 
liver oil were added in different 
group experiments over a period of 
four weeks. Results showed that 
cod liver oil lowers cholesterol 
levels better than corn oil does, and 
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that the fatty acid fraction accounts 
for most if not all of this activity, 


DIABETES INSIPIDUS AND 
HYPOTHYROIDISM 


In a recent note on the treatment 
of diabetes insipidus, Maranon of 
Madrid (Bol. Instit. Patol. Méd., 
14: 61, 1959) draws attention to 
the various methods of treatment, 
and in particular to the use of 
drugs producing hypothyroidism. 
Thyroid insufficiency is usually 
associated with oliguria, while 
hyperthyroidism is often associated 
with polyuria. In a number of 
cases he has tried one of the anti- 
thyroid drugs, Vincidol or di- 
methy]-5:5-dithio-2,4-hydantoin, a 
drug which was originally used for 
epileptics. He regards this drug 
as the antithyroid drug of choice, 
if it were not for the ease with 
which it produces minor side 
effects. He feels that its anti- 
epileptic action is associated with 
the production of hypothyroidism, 
in which state epilepsy is very 
rare. Results were not however uni- 
form, and the concomitant produc- 
tion of myxcedema is a drawback. 


FULMINATING ECLAMPSIA 
TREATED BY 
HYPOTHERMIA 


A woman in the 35th week of 
pregnancy was admitted in coma 
and having fits. On admission, the 
fits were clonic with persisting 
spasm between attacks, and there 
were bilateral orbital oedema and 
swollen ankles and albuminuria, 
though blood pressure was not 
significantly raised. Caesarean sec- 
tion was performed on the same 
day, but contrary to expectation 
the mother did not recover con- 
sciousness after operation and 
continued to have one fit every 
hour or so. Her condition deteri- 
orated and it appeared that she 
would die as a result of the vicious 
circle: cerebral anoxia — fits — 
further anoxia. 

The authors (Lancet, 1: 868, 
1959) therefore decided to treat 
the patient as they would a case 
of head injury in coma. The three 
requisites for such treatment are 
tracheotomy, hypothermia and in- 
travenous therapy. Tracheotomy 
was performed under gas oxygen 
and Fluothane. A transfusion con- 


(Continued on page 62) 
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taining meperidine, chlorpromazine 
and promethazine in saline was 
administered intravenously and the 
patient was cooled by exposure 
to cold air from an electric fan. 
Fits ceased soon afterwards, and 
the patient recovered consciousness 
20 hours after commencement of 
cooling, at which time her rectal 
temperature was 92° F. Further 
cooling was stopped and recovery 
was uneventful. 


NEW GRADUATE COURSE 
IN NUTRITION IN THE 
UNIVERSITY OF TORONTO 


The School of Hygiene, Uni- 
versity of Toronto, now offers a 
new postgraduate course in nu- 
trition leading to a Diploma in 
Nutrition. This new course has 
been planned to provide advanced 
training in nutrition, in public 
health administration, and in re- 
lated subjects, to equip graduates 
in medicine to serve as nutrition 
specialists with health departments 
and, more especially, with inter- 
national bodies such as the World 
Health Organization. Considerable 
emphasis will be given in this new 
course to field work to provide 
practical experience in studies of 
nutrition status and in methods of 
improving nutrition. 

This course will correspond 
in academic standing to the Di- 
ploma in Public Health course, 
available for many years in the 
School of Hygiene, and to the 
Diploma in Bacteriology course, 
recently instituted in the School 
of Hygiene. The Diploma in Nu- 
trition course will extend through 
one academic year and will begin 
on September 11, 1959. 








BRITISH CARDIAC 
SURGEONS IN 
MOSCOW 


In May, a team of six British 
surgeons and an operating room 
nurse visited Moscow and demon- 
strated some cardiac operations to 
Russian colleagues. They operated 
on several cases of septal defects, 
using a heart-lung machine in- 
vented by Dr. Melrose. The British 
team was led by Mr. William 
Cleland, and demonstrations were 


given in Moscow on closed-circuit 


television. The team were also 


shown demonstrations by Russian 
surgeons of new instruments for 
suture of blood vessels, and it is 
possible that a team of Russian 
surgeons may visit England to 
demonstrate vascular surgery. 
Directly after the British visit, a 
delegation from the Medical 
Workers Union of the U-S.S.R. 
came to London to study the 
British National Health Service in 
action. — United Kingdom Infor- 
mation Service, Toronto. 
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PROCLORPERAZINE IN 
MENTAL ILLNESS 


Over a 15-month period, pro- 
clorperazine (Compazine) was 
tested out on 100 in-patients and 
50 out-patients suffering from vari- 
ous chronic psychoses, psychoneu- 
roses and personality disorders 
characterized by tension states. 
About two-thirds of the group had 
received previous treatment with 
another tranquillizer or ECT but 
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had failed to show or maintain 
improvement. Most of the patients 
were given oral proclorperazine in 
doses of 10 to 25 mg. twice or 
thrice a day, with gradual increase 
until clinical improvement was 
achieved or side effects appeared. 
For rapid control of agitation and 
excitement, the drug was given 
intramuscularly, 10 to 20 mg. every 
three to five hours for a period 
of one to 10 days. Sustained-release 
capsules were also used. The 


average daily dose for psychotics 
was 100 mg. and for neurotics 30 
mg. Average duration of treatment 
was five months. The commonest 
side effects were parkinsonism and 
turbulence, while 18 patients 
showed a paradoxical reaction and 
had to discontinue the drug. The 
parkinsonism was contro!led by 
antiparkinsonian drugs. In report- 
ing this series Riesenman and 


Pettit (Am. J. Psychiat., 115: 1032, - 


1959) suggest that the drug is 
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intermediate in clinical effective- 
ness between chlorpromazine and 
meprobamate, although it is some- 
times more effective than either. It 
had the advantage over chlorpro- - 
mazine of producing much less 
drowsiness and lethargy. It seemed 
to work much better in the milder 
and latent psychotics and in neu- 
rotics, facilitating ventilation and 
lifting repression. Approximately 
60% of the combined group were 
made more accessible, amenable 
and receptive to psychotherapy. 


CANADIAN HEADS 
AMERICAN PHARMA. 
CEUTICAL ORGANIZATION 


Dr. Austin Smith, formerly 
editor of the Journal of the Ameri- 
can Medical Association, has been 
appointed the first full-time presi- 
dent of the newly formed 
American Pharmaceutical Manu- 
facturers’ Association. This associa- 
tion was formed by the merger 
of the American Drug Manufac- 
turers’ Association and the Ameri- 
can Pharmaceutical Manufacturers’ 
Association last year. Dr. Austin 
Smith is a graduate of Queen’s 
University, and after graduation 
served as a member of the Depart- 
ment of Pharmacology there and 
later as lecturer in the Department 
of Pharmacology of the University 
of Chicago. He then had 18 years’ 
service with the American Medical 
Association, resigning at the end 
of 1958. 


COURSE IN 
POSTGRADUATE 
GASTROENTEROLOGY 


' The American College of Gastro- 
enterology announces that its 
Annual Course in Postgraduate 
Gastroenterology will be given at 
The Biltmore in Los Angeles, 
Calif., on September 24, 25 and 
26, 1959. The faculty for the 
course will be drawn from the 
medical schools in and around Los 
Angeles. The course will cover ad- 
vances in diagnosis and treatment 
of gastro-intestinal diseases (medi- 
cal and surgical). There will be a 
clinical session at the College of 
Medical Evangelists and this-year, 
in addition to individual papers, 
there will be several panel dis- 
cussions of interest. For further 
information and enrolment write 
to the American College of Gastro- 
enterology, 33 West 60th Street, 
New York 23, N.Y. 


(Continued on page 64) 
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TRIFLUOPERAZINE IN 
SCHIZOPHRENIA 


A series of 110 female schizo- 
phrenics who had been ill for an 
average of five years and had 
failed to respond to _ previous 
treatment were started on one 
5-mg. tablet of  trifluoperazine 
(Stelazine) twice a day, the high- 
est dose eventually given being 
100 mg. a day. In 42 patients, a 
daily dosage of 20 mg. was suf- 
ficient to obtain an optimum effect. 


Kruse (Am. J. Psychiat., 115: 1031, 
1959) summarizes in a clinical 
note his results in this series after 
two to eight months of treatment. 
Response was obtained usually 
between the first and fourth week, 
and 20 patients had an excellent 
response, 58 a good response and 
24 a fair response, while 8 were 
unaffected. The main side effect 
was parkinsonism in 90 patients, 


‘ of whom all but 12 were relieved 


by the usual antiparkinsonian 
agents; 18 patients reported blur- 
ring of vision, and 6 became 
agitated. In a majority of cases, psy- 
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chotic symptoms were alleviated, 
and patients who had been on other 
neuroleptic drugs were inclined to 
prefer trifluoperazine. 


AMERICAN COLLEGE OF 
OBSTETRICIANS AND 
GYNECOLOGISTS 


At its seventh annual clinical 
meeting in Atlantic City, April 6-8, 
the American College of Obstetri- 
cians and Gynecologists installed 
Dr. John I. Brewer of Chicago, 
professor of obstetrics and gyneco- 
logy, Northwestern University 
Medical School, as its president in 
succession to Dr. R. Glenn Craig. 
The president-elect is Dr. C. Paul 
Hodgkinson of Detroit. 


AMERICAN HEART 
ASSOCIATION 


The 32nd annual Scientific 
Sessions of the American Heart 
Association will be held in Phila- 
delphia, October 23-25. Forms for 
registration and for reserving ac- 
commodation are now available 
from the Association, 44 East 23rd 
Street, New York, N.Y. The meet- 
ing will include symposia on 
regulatory mechanisms of the 
cardiovascular system, recent 
developments in diagnostic tech- 
niques, open heart surgery in 
acquired valvular disease, conges- 
tive heart failure and its treatment, 
life after heart failure, conflicting 
concepts of atherogenesis, instru- 
mental methods in cardiovascular 
research, and cardiac resuscitation. 
There will be a joint program with 
the American College of Cardio- 
logy, and one of the scientific 
sessions will be jointly held with 
the Council on Arteriosclerosis. 


PAN AMERICAN 
MEDICAL ASSOCIATION 


The © 2xt Pan American Medical 
Associ.tion Congress will be held 
in Mexico City, May 2-11, 1960. 
The Association was organized in 
New York 34 years ago by a 
group of physicians to fulfil the 
need for interchange of medical 
knowledge and research in the 
western hemisphere, and has con- 
tributed to improved medicine 
through its inter-American con- 
gresses, seminars, and _ post- 
graduate scholarship program. The 
scientific program, through its 48 
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medical sections, will include all 
branches of medicine and surgery, 
dentistry, hospital administration 
and medical education. New sec- 
tions formed since the previous 
Pan American Medical Association 
Congress include Space Medicine, 
Hematology, Cancer Cytology, and 
a large section on General Practice. 
There will be many special panels, 
including Pharmacology and New 
Drugs; Mental Diseases; Nutrition; 
Relationship of Dentistry to Medi- 
cine; Cancer Research; Sudden 
Deaths; and Medical Press Re- 
lations. The Congress will also 
have scientific and commercial 
exhibits, medical motion pictures, 
and_ closed _ circuit _ television 
demonstrations of new techniques. 
Tours to the various medical in- 
stitutions in Mexico City will be 
arranged by the Mexican Chapter 
of P.A.M.A. 

Further information from Pan 
American Medical Association, 
745 Fifth Avenue, New York 22, 
N.Y. 


CIRRHOSIS IN WOMEN 


Eighty-six instances of cirrhosis 
of the liver were found in 5515 
necropsies on womer at the Mayo 
Clinic. This represents an_ in- 
cidence of 16%. The most 
common type of cirrhosis in this 
study by Stuhler, Baggenstoss and 
Butt (Gastroenterology, 36: 467, 
1959) was the postnecrotic (73 of 
86 cases), which most commonly 
was due to viral hepatitis. Thirteen 
cases of Leennec’s cirrhosis were 
found; whilst postnecrotic cirrhosis 
was present at the average age 
of 45 years, Laennec’s cirrhosis was 
found in women who were- a 
decade or so older. The most fre- 
quent single etiological factor in 
the Lznnec group was _ heavy 
intake of alcohol (in six cases) 
and in three cases inanition was 
present. This type of cirrhosis was 
much more likely to be subclinical 
for several years, whereas post- 
necrotic cirrhosis generally had a 
more rapid clinical course. 


TRIMEPRAZINE FOR 
PREMEDICATION OF 
CHILDREN 


At the Hospital for Sick Chil- 
dren, London, England, a series 
of 200 children about to undergo 
operation were given premedica- 
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tion alternately with quinalbarbi- 
tone or a new preparation, trime- 
prazine tartrate (Vallergan) in 
syrup form. Cope and Glover 
(Lancet, 1: 859, 1959) were 
favourably impressed with the new 
preparation. It was palatable and 
easy to administer, and its hypnotic 
effect was equal to that of quinal- 
barbitone. It did not prolong the 
period of recovery to a safe state, 
and fewer children vomited or 
were restless after operation. The 
only disadvantage of the new 
preparation was the amount which 
had to be taken. 


PULMONARY ARTERIO- 
VENOUS FISTULAS 


Cyanosis, clubbed fingers and 
polycythemia may be occasionally 
due to multiple small pulmonary 
arteriovenous fistulas. These are not 
always congenital anomalies but 
may be due to various other dis- 
eases. Pierce, Reagen, and Kimball 
(New England J. Med., 260: 901, 
1959) report the case of one 24- 
year-old man with progressive 
dyspnoea and mild cyanosis which 
developed at the age of 14. His 
symptoms at that time improved 
with administration of Lugol's 
solution. At the age of 17 it was 
found that he had adenocarcinoma 
of the thyroid gland with metastasis 
in the cervical lymph nodes and 
diffuse miliary infiltration of the 
lung fields. The patient was 
treated with x-rays to the neck, 
and seven years later was given 
105 millicuries of radioactive 
iodine which relieved him again. 
For the next six years he continued 
essentially unchanged, and _his 
cyanosis and mild __ exertional 
dyspnoea did not prevent his 
marriage or his employment as a 
machinist. During those years he 
had had several episodes of haemo- 
ptysis and they became __in- 
creasingly more frequent. At this 
time it was possible to confirm the 
presence of metastases from the 
thyroid carcinoma in the pul- 
monary lesions by scanning the 
chest after I'*' uptake, and_ to 
find evidence in his laboratory 
tests of pulmonary arteriovenous 
shunts. Repeated oral intake of 
radioactive iodine has resulted in 
an improvement in his dyspnoea 
and cyanosis as well as in an in- 
crease in the arterial haemoglobin 
saturation, 
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The second case was of a 15- 
year-old boy with similar symp- 
toms and signs since the age of 8. 
His arterial] hemoglobin oxygen 
saturation was 67% after breathing 
air. He died of an intractable urin- 
ary infection and at autopsy con- 
genital hereditary hamorrhagic 
telangiectasia. was found with 
multiple small pulmonary arterio- 
venous fistulas, cirrhosis of the liver 
with oesophageal varices, hypo- 
spadias and pyelonephritis. The 
authors discuss both congenital and 


acquired pulmonary arteriovenous 
fistulas, and mention previous re- 
ports of acquired A-V fistulas in 
patients with cirrhosis of the liver 
and with pulmonary - schisto- 
somiasis. 


MEASURING THE 


VOLUME OF 
PLEURAL EFFUSION 


The volume of a pleural effusion 
can usually be estimated with suf- 
ficient accuracy by percussion or 
radiology. Htowever, there are 
times when a more accurate evalu- 
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ation is of importance, as for 
example during treatment of car- 
cinomatous metastases associated 
with a pleural effusion. Vroom of 
Amsterdam and his colleagues 
(Nederl. tijdschr. geneesk., 108: 
883, 1959) describe a method for 
quantitative measurement of 
pleural effusions with the aid of 
the dye, Evans blue. They made 
comparative studies of pleural 
effusions by percussion, radio- 
graphic examination, and the use 
of Evans blue by injection. Under 
local anzesthesia, the effusion was 
tapped through a lumbar puncture 
needle, about 100 c.c. of fluid was 
withdrawn and a sterile solution 
of Evans blue, 20 c.c. in a con- 
centration of 0.3 mg. per c.c., was 
injected into the pleural cavity. The 
patient was instructed to move 
around and 15 minutes later a 
second puncture was made and a 
quantity of pleural fluid removed 
for estimation of the dye. From 
this estimation, the total amount 
of pleural fluid present was cal- 
culated. The method seemed to 
give results with an error of not 
more than 5 to 10%. In six patients 
with metastases from mammary 
carcinoma during hormone treat- 
ment, the course of the pleural 
exudate was followed up by this 
method. A definite relation was 
found to exist between the esti- 
mated volume of pleural effusion 
and its level as established by per- 
cussion; one litre of pleural effusion 
corresponded with dullness extend- 
ing over a height of 6 to 10 
centimetres. 


ASCITES AND ITS 
MANAGEMENT 


In a discussion of ascites and its 
management at the Royal Society 
of Medicine (London), Sheila 
Sherlock reported on the measure- 
ments of colloid osmotic pressure 
of serum and ascitic fluid, of 
portal capillary pressure and of 
intra-abdominal ‘ pressure in pa- 
tients with cirrhosis of the liver, 
and in patients with normal liver 
structure but with an extrahepatic 
obstruction to the portal vein. She 
has found that patients with a 
high effective portal pressure were 
at times free of ascites, whilst on 
the other hand ascites was present 
in patients with a hardly raised 
portal pressure. Serum colloid 
osmotic pressure seems to be a 
better index for the appearance of 
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ascites, and 270 mm. H,O is ap- 
parently the dividing line below 
which ascites may occur. Elevating 
the serum colloid osmotic pressure 
as with intravenous _ salt-poor 
albumin can at times produce 
dramatic diuresis. The treatment 
with salt-poor human albumin is, 
however, very expensive and 
occasionally is followed by hemor- 
rhage from oesophageal varices. 

End-to-side portacaval anasto- 
mosis is at times successful but is 
usually followed by gross _peri- 
pheral cedema. She referred to the 
recent suggestion by McDermott 
of the use of a double end-to-side 
portacaval shunt, both ends of the 
portal vein being implanted 
separately into the inferior vena 
cava. Increased amounts of aldos- 
terone have been found in the 
urine of the patients with cirrhosis 
and ascites. Amphenone, which 
antagonizes several adrenal hor- 
mones, has been tried in such 
cases, but it is too scarce and too 
toxic. Recently other anti-aldos- 
terone agents have been tried, and 
the most active of them, “SC 8109”, 
was found to produce diuresis of 
sodium and water in some patients 
with cirrhosis and ascites. The 
most active diuretic is chlorothia- 
zide, but hepatic coma may be pre- 
cipitated by the hypokalemia 
following its use. 

P. Knipe reported on the results 
of treatment with portaeaval anas- 
tomosis, lienorenal anastomosis 
and hepatic artery ligation. Of 
350 cases of portal hypertension in 
Alan Hunt's series 262 had 
moderate or severe cirrhosis and of 
them 117 had shunt operations. 
Forty-seven of these patients had 
ascites at the actual time of opera- 
tion. Of 14 patients submitted to 
hepatic artery ligation, five sur- 
vived and in two of these the as- 
cites was unaffected. Those who 
died and those whose ascites was 


years postoperatively. Eight pa- 
tients had a lienorenal shunt and 
all seven who survived remained 
free of ascites. 

J. A. Girling described the 
operation of ileo-enterotropy per- 
formed on one 32-year-old woman 
who had ascites after two attacks 
of jaundice 9 and 11 years pre- 
viously. Since operation, her ascitic 
fluid has accumulated much more 
slowly but her downhill course 
has continued unchanged and she 


Canad. M. A. J. 
June 15, 1959, vol. 80 


has increasing peripheral oedema. 
Ascites due to malignant disease 
was discussed by B. W. Windeyer, 
N. R. MacKay and M. Reilley. Of 
235 cases of peritoneal or pleural 
effusions due to known malignant 
disease and treated by radioactive 
colloidal gold, 28 of the ascites 
cases had inhibition of fluid forma- 
tion following the treatment. M. 
Reilley had tried tale powder 
tipped in and stirred around at 
laparotomy or instilled in suspen- 
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sion through a cannula into the 
peritoneal space. He has treated 
seven or eight cases in this way, 
with some reduction of ascites 
which in one case was most dram- 
atic—Proc. Roy. Soc. Med., 52: 247, 
1958. 


CYCLOSERINE AS AN 
ANTIDEPRESSANT 


Crane (Am. J. Psychiat., 115: 
1025, 1959) reports antidepressant 
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He studied the mental effects of 
the drug in 16 men and 15 women 
under treatment for tuberculosis, 
on a daily dosage of 500 to 2000 
mg. Out of this group 27 patients 
reported a_ substantial improve- 
ment of a_ psychological nature 
with lessening of anorexia, of 
asthenia and of insomnia. Crane 
thinks that cycloserine is a psycho- 
pharmacological agent, because it 
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reverses depressions and seems to 
potentiate iproniazid. He suggests 
that it may become a valuable tool 
in research and might have thera- 
peutic use in depression. 


TREATMENT OF 
DUPUYTREN’S 
CONTRACTURE 


Nina Debeyre (Semaine théra- 
peutique, No. 7, July 1958) treated 
135 cases of Dupuytren’s contrac- 
ture of the palmar fascia with 
local injections of hydrocortisone. 
The number of patients so treated 
and the time elapsed since then 
(four years) gives considerable 
significance to the results. 

All of the cases were in the 
four stages of the disease described 
by Ischer and Dickmann. The 
treatment utilizes an intravenous 
(relatively large diameter) needle 
to inject hydrocortisone into each 
of the indurated nodules in the 
palm. The quantity injected de- 
pends on the particular location 
and varies from 0.5 to 1.0 c.c. Not 
infrequently, 5 to 10 injections are 
made on the same patient during 
the same visit when the affection 
is of large extent, by utilizing 5 
and more c.c. (125-plus mg.) of 
hydrocortisone. 

In the 2nd, 3rd and 4th stages, 
local injection and local massage 
are accompanied by the wearing 
of plaster casts at night. Eighty 
cases in the first stage of the dis- 
ease showed partial remission, and 
further development was arrested 
in all cases. This is noteworthy 
since it seems to indicate that early 
treatment (in the first stage) may 
be capable of preventing the dis- 
ease from developing into the 2nd, 
3rd and 4th stages and the re- 
sultant crippling effect. 

Complications such as fractures 
of phalanges, ruptures of tendons 
or infections of the hand were not 
observed. The author believes that 
treatment of the disease by local 
injection of hydrocortisone gives 
dependable results.—Quarterly Re- 
view of French Medical Publica- 
tions, No. 6, April 1959. 


PAN AMERICAN 
HEALTH ORGANIZATION 


The Executive Committee of the 
Pan American Health Organiza- 
tion, meeting on May 8, recom- 
mended that PAHO’s Directing 







(Continued on page 72) 


X 
“.\ “ HEADACHE 


— << 
— 
3 — 
_<. 
ee 


~ FLASHES 


~~ HOT FLUSHES 
“= DYSPNEA 
~~ PALPITATIONS 
—- DIGESTIVE AND 
a URO-GENITAL ERETHISM 


opausal disorders — 
erethism — functional 
igraine prophylaxis. 


ULE: 1 Spacetab morning 
ipted therapeutic protection. 


Canad. M. A. J. 
June 15, M989" vol. 80 


MEDICAL NEWS in brief 
(Continued from page 71) 


Council establish the Organiza- 
tion’s regular program and budget 
level at $4,100,000 for 1960. The 
amount was proposed by Dr. 
Abraham Horwitz, Director of 
PAHO’s operating arm, the Pan 
American Sanitary Bureau. Dr. 
Horwitz said requests received 
from member governments by 
PAHO for international co-opera- 
tion in the coming year exceed by 
$1,500,000 the Organization’s anti- 
cipated resources. 

The seven-nation Executive 
Committee, representing the 24 
PAHO member states, expressed 
its appreciation to the U.S. Govern- 
ment for the announcement that 
Congress is considering the pur- 
chase of a site for a new head- 
quarters for the Organization in 
Washington. 

The group also requested the 
Director to consult with the 
Government of Argentina on the 
advisability of planning an inter- 
American congress on public health 
before the XVI Pan American 
Sanitary Conference to be held in 
Buenos Aires in 1960. 

The Committee extended con- 
gratulations to the Republic of 
Colombia for its ratification of the 
Constitution of the World Health 
Organization. Colombia had been 
the only American state that had 
not ratified the WHO Constitution 
and consequently did not hold 
membership in WHO. 


TREATMENT OF 
NARCOLEPSY WITH 
METHYL PHENIDATE 
(Ritalin) 


In a preliminary report in 1956, 
Yoss and Daly described the re- 
sults of therapy with methyl 
phenidate (Ritalin) in 25 patients 
with narcolepsy treated from one 
to six months; 84% of the patients 
reported good to excellent relief 
of their abnormal sleepiness. By 
November 1957, the number of 
patients on the drug had risen to 
68, and a second report (Neuro- 
logy, 9: 171, 1959) deals with 60 
on whom adequate information is 
available. There were 43 males and 
17 females and their ages ranged 
from 12 to 67 years. The initial 
dose for the adult patients was one 
20 mg. tablet halen 30 minutes 
before each meal. Good to excel- 
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lent relief of abnormal sleepiness 
was reported by 49 patients, and 
concurrent improvement of cata- 
plectic attacks occurred in 15 of 
27 patients who also had _ this 
symptom. Patients who obtained a 
‘satisfactory response usually main- 
tained this effect for the 27 months 
of the study. However, in the 25 
patients previously reported on, 
S4% success was reduced to 68% 
after prolonged use. The authors 


believe that methyl phenidate is 
the drug of choice in the treatment 
of narcolepsy. 


TEN-YEAR SURVIVAL 
AFTER CEREBRAL 
THROMBOSIS 


A review by Robinson et al. 
(J. A. M. A., 169: 1149, 1959) of 
all cases with a _ diagnosis of 
cerebrovascular disease admitted 
to the three hospitals in Wor- 
cester, Mass., during the years 


“Doctors can’t help shingles?” 


Physicians who have used PROTAMIDE extensively deplore such 


statements as unfortunate when they appear in the lay press. They 


have repeatedly observed in their practice quick relief of pain, 


even in severe cases, shortened duration of lesions, and 


greatly lowered incidence of postherpetic neuralgia when 


PROTAMIDE was started promptly. A folio of reprints is 


i 
fi available. These papers report on zoster in the elderly — 


the severely painful cases— patients with extensive 


lesions. PROTAMIDE users know “shingles” can be helped. 
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1947 to 1956 yielded 1018 records 
of patients with definite cerebral 
thrombosis. Facts regarding mor- 
tality, survival, recurrence, and 
severity of initial attack were or- 
ganized in life-table form and com- 
pared with data on the New 
England population. The _ initial 
mortality of the whole series was 
21%. Fifty per cent of the patients 
were dead within 4.1 years, while 
at the same time only an estimated 
18% of the general population of 
this age distribution would have 
died. No sex difference. was ap- 
parent in long-term survival, and 
the principal cause of death was 
recurrent cerebrovascular disease 
and other vascular disorders. Con- 
gestive heart failure, severe initial 
attack of thrombosis and early re- 
currence of the disease were the 
three factors that adversely 
affected prognosis. 


ETHOXZOLAMIDE — A 
NEW ANTICONVULSANT 


Ethoxzolamide or 6-ethoxybenzo- 
thiazole-2-sulfonamide is a car- 
bonic anhydrase inhibitor related 
to acetazolamide (Diamox). The 
in vitro carbonic anhydrase activity 
of ethoxzolamide was found to be 
twice that of acetazolamide. It is 
more effective than acetazolamide 
but less effective than diphenyl- 
hydantoin (Dilantin) in protect- 
ing rats against electroshock acti- 
vation. 

Twenty-five patients of an epi- 
lepsy clinic, of whom five had 
petit mal, nine grand mal, and 11 
psychomotor seizures, were studied 
by Solomon and Hirano (Neuro- 
logy, 9: 167, 1959) for the effect 
of ethoxzolamide. These poorly 
controlled patients remained on 
their basic regimen, usually di- 
phenylhydantoin and _ phenobarbi- 
tal, in order to avoid status epilep- 
ticus and to prevent too many 
other changes. The period of ob- 
servation under this new treatment 
was 6-17 months, most patients 
being observed for the longer 
period of time. Most patients with 
grand mal and petit mal seizures 
were brought under excellent con- 
trol, and the improvement in pa- 
tients with psychomotor seizures, 
though less striking, was also signi- 
ficant. Some side effects were 
present in 13 of the 25 patients; 
six patients complained of dizzi- 
ness, three had marked drowsiness 
and two patients reported head- 

(Continued on page 76) 
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aches. Only two patients required 
discontinuation of the medication, 
because of side effects. Studies are 
now in progress to measure the 
effectiveness of ethoxzolamide as 
an anticonvulsant while graduall; 
withdrawing the basic medication 
The present results indicate that 
this drug is a significant addition 
to the growing number of anti 
convulsant agents. 


AMERICAN UROLOGICAL 
ASSOCIATION AWARDS 


The American Urological Asso 
ciation offers an annual award oj} 
$1000 (first prize of $500, second 
_ of $300 and third prize $200 ° 
or essays on the result of som« 
clinical or laboratory research in 
urology. Competition is limited to 
urologists who have been gradu- 
ated not more than ten years, and 
to hospital interns and residents 
doing research work in urology. 

The first prize essay will appear 
on the program of the forthcoming 
meeting of the American Urological 
Association, to be held at the 
Palmer House, Chicago, Illinois, 
May 16-19, 1960. 

For full particulars write the 
Executive Secretary, William P. 
Didusch, 1120 North Charles 
Street, Baltimore, Maryland. Essays 
must be in his hands _ before 
December 1, 1959. 


TEACHING FINANCE TO 
THE MEDICAL STUDENT 


A new hazard looms on_ the 
horizon of the British medical 
student. A Select Committee of 
Members of Parliament has urged 
the Minister of Health to do more 
to ensure that medical students 
are taught the principles of finance 
governing the National Health 
Service, and also are made awar 
of the relative costs of the different 
drugs they will prescribe. This 
mania for including information 
about everything in human life in 
the already overburdened medica! 
curriculum is sharply criticized in 
Guy’s Hospital Gazette (73: 168. 
1959). The editor says: 

“Charts in the hospital, and fre- 
quent comments on_ teaching 
rounds, have given us at least a 
rough idea of these subjects with- 
out being ‘lectured at’. A single 

(Continued on page 78) 
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lecture could equally well sum- 
marize the important points. But it 
would be foolish to have a further 
compulsory series of lectures, and 
naive to expect students to learn 
more of the matter than they do 
‘at present. Members should know 
that if strings of figures are de- 
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week. The few who retain costs in 
their heads for longer will be de- 
feated by changes in prices and 
by the arrival of new drugs. But in 
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this suggestion, apart from its im- 
practicality, we recognize with 
dismay another well-meaning but 
misguided attempt to put things 
out of proportion. Those who have 
recently taken qualifying examina- 
tions, and their seniors who are 
now in practice, will testify that 
the ‘important part of medical 
training is the clinical work— 
missing a lecture in order to see 
patients pays dividends again and 
again. It is useless to know that 
cortisone costs more than aspirin 
if one cannot distinguish the 
rheumatoid from the gouty patient. 
The finances of the Health Service 
are a headache, but let the Minister 
tell his committee that more 
lectures mean worse doctors, and 
will solve no problems.” 


ALCOHOLISM RESEARCH 
FOUNDATION OF ONTARIO 


The 8th Annual Report of the 
Alcoholism Research Foundation, 
for the year ending December 31, 
1958, is a very attractive document 
and gives a full account of the 
activities of the Foundation, which 
now includes a new branch in 
Hamilton. In 1958, the municipal 
council of Hamilton granted 
$25,000 towards the budget in- 
volved in establishment of a com- 
munity alcoholism treatment clinic 
for the city, thus becoming the first 
Ontario municipality to co-operate 
actively with a provincial founda- 
tion in providing treatment for 
alcoholics. However, in his chair- 
man’s report, Mr. I. P. McNabb 
expresses the belief that in the long 
run most treatment for alcoholics 
should be provided through exist- 
ing health facilities rather than 
through specialized clinics estab- 
lished exclusively for alcoholics. He 
also notes the need for invo ve- 
ment of a wide variety of types of 
treatment facilities in this task. 

The Executive Director, Mr, H. 
David Archibald, comments on the 
release of citrated calcium car- 
bimide (Temposil) for treatment of 
alcoholism; this drug was pioneered 
by workers with the Foundation. 

In his research report, Mr. John 
R. Seeley says that there is no good 
reason to hope for any sudden 
breakthrough of knowledge that 
would enable us to bring alcohol 
problems under immediate control, 
and also no good reason to fear 
that little headway can be made 
against them. 
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